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Massachusetts Medical Society. 


MEETING OF THE SECTION OF TUBER- 
CULOSIS, JUNE 8, 1915. 


I. Non-Tuberculous Cases in the State Sanatoria. 
By Elliott Washburn, M.D. 


II. Errors in Diagnosis of Chronic Pulmonary Dis- 
ease. By John B. Hawes, 2d, M. D. 


III. What Constitutes Tuberculosis in Childhood? 
By John Lovett Morse, A.M., M.D. 
Discussion. 


I. 


Non-TuBercuLous CASES IN THE STATE 
SANATORIA.* 


By ELLiotT WASHBURN, M.D., RULTAND, MAss. 


ARE there such cases in the State Sanatoria 
and, if so, is their number sufficiently large to 
be a matter of any especial importance in view 
of the fact that the waiting list of applicants 
for admission is so long that sometimes favor- 
able cases become unfavorable before it is pos- 
sible to admit them? 

In short, are we caring for any cases which, 
because they are non-tuberculous, ought not to 
be in the sanatoria? 

When the Rutland Sanatorium was estab- 
lished nearly seventeen years ago and somewhat 
successful efforts were made through examina- 


* Read before The Massachusetts Medical Society, June 8, 1915. 


tions by anh ‘skilled examiners to restrict 
admissions to very early and favorable cases, it 
was not uncommon to hear the remark even from 
physicians, ‘‘So and so was cured of consump- 
tion at Rutland—I wonder if he really had it?’’ 
To-day we still try to reserve Rutland for early 
cases in adults. In addition we have at Lake- 
ville, North Reading and Westfield a large num- 
her of advanced cases in adults while at West- 
field we have also about 150 children in all 
stages of the disease. Therefore, our search for 
the non-tuberculous must be made in adults and 
children admitted as presumably in all stages 
of the disease. 

Off-hand it would seem that the chance of 
error in diagnosis in well-advaneed or far-ad- 
vanced pulmonary tuberculosis either in adults 
or in children ought to be small. Probably it is, 
and yet, on the other hand, Dr. Ash, pathologist 
of the Boston Consumptives’ Hospital at Matta- 
pan, reported that although that institution is 
intended for the care of the tuberculous only, 
and that most of the cases are far advanced, in 
198 autopsies at that hospital 23 cases or 11.5% 
of all cases which came to autopsy proved to be 
non-tuberculous. In these 23 cases it was found 
that instead of tuberculosis the true conditions 
were pneumonic sequelae in eight instances, 
chronic cardio-renal in five, septicaemia in two, 
aneurysm of the aorta in two, malignant disease 
of the lung in five and actinomycosis in one. He 
stated that 353 autopsies reported from eight 
institutions in this and other states caring for 
a similar type of cases of tuberculosis showed 38 
or 10.8% non-tuberculous, 
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If this ie. of variation or error, if you 
please, in diagnosis can be accepted as fairly | 
true and constant in patients admitted to special | 
hospitals as advanced in tuberculosis, may we not | 
well ask ‘* What is the percentage of variation in | 
eases which are admitted as early or incipient | V 
eases—in which the true diagnosis is admittedly | 
more difficult than in the advanced types 27! 
Some patients come in with very vague sy mp- | 
toms and signs ‘‘ pointing to tubereulosis’’; their | 
sputum, if they have any at all, is persistently 
negative; they have little or no cough; Von Pir- 
quet may be negative or positive; after a short 
time their vague symptoms and signs clear up 
and they go home. Who shall definitely say that 
they were tuberculous or that they were non- 
tuberculous? | 

I shall leave to others who are to read and dis- 
cuss the papers of the afternoon the considera- 
tion of the errors of diagnosis in supposedly ad- 
vanced cases in adults and in all stages of the 
disease in children. At Rutland cases are sup- 
posed to be early and favorable at least on ad- 
mission. In passing it is to be deplored that 
any attempt to study the question in our State 
Sanatoria is almost insurmountably handicapped 
by our utter lack of autopsies to verify or to 
disprove our clinical diagnoses. Without them 
it is hard to make statements with any degree 
of authority. 

Up to June 1, 1915, there were admitted to 
Rutland 10,361 patients as presumably in the 
early stages of consumption. Of this number 
1651 were discharged as ‘‘not considered’’ be- 
cause from nostalgia, discontent, inability to 
adjust themselves to sanatorium conditions, fam- 
ily reasons or other causes they elected to re-' 
main less than one month. I have found records 
sinee December 1, 1909, taking this five and a 
half year period as being probably typical of the. 
whole seventeen years of the sanatorium’s life, | 
of 20 cases which were discharged as probably 
non-tuberculous. Of this number, only four re- 
mained more than two months; in other words, 
in these four instances it required more than | 
two months even with our special skill and facil- 
ities before we could be reasonably certain that 
these cases were non-tuberculous. These eases 

omonstrate that the physician who states posi- ' 
tively, as some do, on one examination, that a' 
patient is non-tuberculous is, to say the least, ex-| 
posing himself somewhat broadly to the possibil- 
ity of error. At the present time we have sev- 
eral cases in the sanatorium which we are coming 
to believe are non-tuberculous. 

Is it fair to assume that these twenty cases 
were really all the non-tuberculous cases which 
were residents in the sanatorium during the 
stated period? Who shall say? We have no 


autopsy findings; approximately 35% of all our 
eases at Rutland have negative sputum or no 
sputum at all during their entire sanatorium 
residence; until recently no Wassermanns have 
been made and even now we are just arranging 


‘tive. Von Pirquet negative. 
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manns on every patient upon ededeales: the 
Von Pirquet test is not infallible. Personally, I 
feel somewhat strongly that this is not the num- 
‘ber of the non-tuberculous during this period. 
| But—who knows? Given certain cases with 

ague symptoms. signs and unsatisfactory tests 
one competent observer will say, ‘*They are tu- 
bereulous,’’ and another equally competent will 
say, ‘‘Well, they may be, but I do not believe 
it.’’ Accordingly they are recorded as tubercu- 
lous or non-tuberculous, according to the person- 
al equation of the one observer or the other. 

In the early stages of this disease the symp- 
toms and signs may be very indefinite. The 
symptoms are those which may be found in other 
diseases: the signs may not be sufficiently pro- 
nounced to make possible the positive statement 


‘that they are those of pulmonary tuberculosis 


to the exclusion of other diseases affecting the 
respiratory organs which may have signs some- 
what simulating those of early consumption. 
The chance of confusion or even of error is by 
no means small. Take, for example, the fol- 
lowing which was one of the cases ineluded in 
the twenty mentioned: 


A lad of 15 with a history of old asthmatic attacks 
for years during and following which he had cough 
and expectoration, each attack lasting for 36 to 48 


hours. On admission he had dullness at the right 
-apex—whistling rales heard over both lungs, par- 


ticularly over bronchial area—a few clicks at right 
base—doubtful atelectasis—practically the findings 
of chronic emphysema. Sputum persistently nega- 
Highest afternoon 
temperature during sanatorium residence 99.4. Dis- 
charged after six months as doubtfully tuberculous: 
right apex still dull. 


Eight cases of the twenty presented to us 
neither history, symptom nor sign of pulmon- 
ary tuberculosis nor indeed of any other dis- 
ease which we could determine. Beyond the 
‘fact that they appeared a little run down from 
Ipeiersteemgne or other non-disease causes and 
that they reecuperated rapidly in the short time 
‘under our observation, there is nothing to say 
| about them. These cases were kept for periods 
of from two weeks to four weeks because they 
| were sent in by fairly good men in deference to 
| whose opinion in sending them in at all we kept 
|them until we were reasonably sure that they 
| were non-tuberculous. 


One anemic and extremely neurotie young woman 
presented no valid evidence of tuberculosis. 


A man, 37, sent in by a competent observer, suf- 
fered from nervousness and from chronic laryngitis 
which may have been due to his occupation that of 
iron moulder involving exposure to extremes of tem- 
perature and to dust. At all events we did not 
deem it to be tubercular in its nature. His general 
condition was impaired; no signs of pulmonary dis- 
ease; temperature normal throughout sanatorium 
residence of one month. Improved markedly in gen- 
eral and in laryngeal conditions. Discharged as 


the details necessary to make routine Wasser- 


on-tuberculous. 
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A man, 41, dullness and somewhat rough inspira- 
tion at right apex; no distinct rales heard; no ele- 
vation of pulse or temperature. Complained of 
cough but was not heard to cough. Sputum and 
Von Pirquet negative. Discharged as non-tubercu- 
lous or at least with no active tuberculosis. 


A woman with dullness at both apices; all other 
signs and tests negative during sanatorium resi- 
dence of one month. Somewhat doubtful history 
of previous pulmonary disease; discharged as non- 
tuberculous or very doubtfully tuberculous. 


A man highly neurotic but negative as to pulmon- 
ary tuberculosis. 


A young man of 20 with a history of a fall one 
month previous to filing application for admission, 
which wrenched his right chest. Admitted with 
dullness at right apex with moderate number of 
rales. Highest sanatorium temperature 99.2. Sput- 
um and Von Pirquet negative. Rales were heard 
at first but all symptoms rapidly disappeared. Tu- 
bereulin test six weeks after admission was negative, 
no reaction whatever. Discharged as probably non- 
tuberculous. 


A young girl of 17 admitted pale, thin and run 
down but with absolutely no signs that we could de- 
tect of pulmonary tuberculosis. History of close 
contact for long periods with two tuberculous sis- 
ters. We found no active tuberculosis but may have 
been a so-called pre-tuberculous case. She made 
marked improvement during her stay. 


Man, 27, who showed on admission slight pleurisy | 
at left base anteriorly which cleared up entirely in| 
a few weeks. He claimed to have had positive sput- | 
um in March, 1913. We found no positive signs of | 
pulmonary tuberculosis and his sputum was persist- | 
ently negative during his sanatorium stay. In Sep-| 
tember, 1913, Von Pirquet negative. 


A ease showing no temperature, no elevation of 
pulse rate, no cough, negative sputum, had slight | 
dullness at right apex and positive Von Pirquet| 
skin reaction but after six weeks’ observation was 


discharged as probably non-tuberculous. | 


One case admitted with dullness and rales at left | 
base which slowly cleared up was discharged after. 
two months as non-tuberculous. This was believed 
to be an undoubted case of unresolved pneumonia. 


A ease which had been under observation at a 
Day Camp for several months was discharged after 
four weeks as probably non-tuberculous. We found 
absolutely no signs of pulmonary disease although 
he had a weak heart action without abnormal 
sounds. 


A woman with dullness but no rales at right apex. | 
Tired very easily; did not react to Von Pirquet tu- 
bereulin test; sputum negative; pulmonary exami-. 
nation negative; discharged as non-tuberculous. 


The following case is now under our observa- 
tion: 


A young woman, 22, admitted from the Massachu- 
setts General Hospital on May 11 with the following 
notes taken at that hospital: 


“Admitted Massachusetts General Hospital April 


which was repeatedly positive. 


20,1915. History of fainting spells. Has had gastric 
distress and dyspnoea for a week but no other 
respiratory symptoms or symptoms of tuberculosis. 
Has lost eight pounds in weight. 

“Left chest full of tluid displacing heart markedly 
to the right. 

“Left back shows broncho-vesicular breathing. 
Dull with diminished bronchial voice. 

“X-ray on April 21. Left chest is dull as high 
as elaviele. Jleart and trachea displaced to right. 
Both apices appear normal. Pathological process in 
left chest which may be fluid or tumor. The 
marked displacement of heart and trachea without 
complete dullness of left chest suggests mediastinal 
tumor. 

“Tapped April 21 and 42 ounces of clear, yellowish 
fluid removed. 

“Tapped again April 22 and 20 ounces more re- 
moved. Much more remains. 

“X-ray on April 24. Lower half of left chest is 
dull. Dullness rises higher in axillary than medial 
line. No positive evidence of phthisis. Heart 
shadow within normal limits. Fluid in left chest. 

“Tapped again April 27—eight ounces removed, 
all that could be obtained. Temperature coming 
down. 

“Wassermann and Von Pirquet negative. Sputum 
negative as to tubercle bacilli. 

“May 11, transferred to Rutland.” 


This case is now under our care. There is 
evidence of a small amount of fluid in the left 
chest; she runs a little temperature but is im- 
proving in her general condition. Unless we ac- 
cept the dictum that all wet pleurisies are tu- 
berculous, we would lean to the opinion that she 
is non-tuberculous. She may be one of those 
cases whose tuberculosis first becomes readily ap- 
parent to the ordinary practitioner about two 
years or so after the initial pleurisy. Time 


‘alone will tell. 


Beside this case we have in the sanatorium 
at this writing two other cases of which we are 
in doubt ; with symptoms, signs, tests and histor- 
ies so uncertain that we hesitate to classify them. 
And yet if they are not tuberculous what is their 
disease? Border line cases in diagnosis. 


We have no record at Rutland of any case 


which we deemed to be solely syphilitic although 


we have had, and have at present, cases which 
to us are undoubted eases of pulmonary tuber- 
culosis which gave very definite histories and 
tests for syphilis. One case in particular has 
heen of interest to us as he presented what we 
deemed to be unquestionable signs of well ad- 
vanced tuberculosis in both lungs with sputum 
His Wasser- 
mann was positive and a well known syphilog- 


rapher was quite strong in his belief that the 


case was one of svphilis rather than of tubercu- 
losis, in spite of the positive sputum and pulmon- 
ary signs which to us appeared so indicative of 
tuberculosis. He has been under our observa- 
tion at intervals for three years. 

We have no record of any case which we con- 
sidered to be solely one of malignant growth al- 
though we have just discharged a woman who, 
during her sanatorium residence was operated 


BOSTON MEDICAL AND SURGICAL JOURNAL 


[OcTOBER 28, 1915 


upon for a breast growth which the pathologist 
reported to be benignant. She was without doubt 
tuberculous. 

These cases illustrate fairly well the nature of 
the cases which after careful consideration we at 
Rutland have deemed to be non-tuberculous. 
The percentage of our admissions in the period 
stated, namely since December 1, 1909, so con- 
sidered, is so small that it appears to warrant 
the statement that after all it is not a matter of 
especial importance in connection with the ques- 
tion of their right to be in the sanatorium. Au- 
topsy findings if they were available might re- 
verse or markedly modify this belief but in their 
absence we are necessarily bound by our clini- 
eal findings. 

Whether this small percentage at Rutland 

_holds true in the other sanatoria which have 
to deal with many more far advanced cases than 
does Rutland, their own medical staffs will dis- 
cuss. 


II. 


ERRORS IN THE DIAGNOSIS OF CHRONIC 
PULMONARY DISEASE.* 


By JoHn B. Hawes, 2p, M.D., Boston. 


THE diagnosis of incipient tuberculosis is by 
far the most difficult and likewise the most im- 
portant problem which confronts us in the anti- 
tuberculosis campaign. When the disease has 
progressed beyond the early stages the diagno- 
sis is usually only too evident. Each one of us, 
however, occasionally meets with patients who 
have marked signs of pulmonary disease very 
suggestive of tuberculosis which later on, usually 
to our surprise and often to our chagrin, turn 
out to be due to something else. It is quite un- 
fair to these patients to stamp them at once as 
advanced consumptives. It is unfair to our 
sanatoria and hospitals to admit such patients 
as these while our waiting lists are crowded with 
real consumptives in urgent need of treatment 
for themselves and of isolation from others. This 
paper is based upon a series of such patients 
who have been sent to me as probable cases of 
pulmonary tuberculosis. In each of them I have 
been forced to the conclusion that the disease 
was not due to tuberculosis, but to some other 
eause. This study of these patients has brought 
out many interesting and valuable points, and 
has, I hope, made it less easy for me to make the 
same mistakes in the future that I have made 
in the present instances, These cases involve the 
differential diagnosis between pulmonary tuber- 
culosis and cancer, syphilis, and so-called influ- 
enzal infections. I shall present the important 
features of each case briefly, and then take up 
the more striking points in diagnosis. 


Case 1. W.C.H. The patient is a married man 
of 40, a teacher by occupation. His aunt and first 
wife died of tuberculosis. His previous history is 
negative, except for an occasional attack of grippe. 
* Read before The Massachusetts Medical Society, June 8, 1915. 


In June, 1904, shortly after his wife’s death, when he 
was very much tired out, an excellent diagnostician 
found indefinite signs in his lungs. He evidently 
suspected tuberculosis. This suspicion was con- 
firmed shortly after by a prominent lung specialist. 
Of fifteen sputum examinations, one was said to 
have been positive. This was made, however, in the 
out-patient department of a large institution where 
many other examinations were constantly being 
made. His doctor advised him to keep on at his 
work as principal of a large high school, which he 
did for two months when he went to a private sana- 
torium in Rutland. During this time, many sputum 
examinations were made, none of which was posi- 
tive. He went back to his work as a school superin- 
tendent in 1905, a year later, and has worked 
steadily ever since without symptoms until recently. 

About May 1, 1914, he began to feel rather tired 
and run down and noticed a slight cough. A local 
physician told him that his old trouble had broken 
out again and was rather pessimistic as to the fu- 
ture. He advised him to take one year of absolute 
rest in a different climate. This advice was con- 
firmed by his own family doctor. 

When I first saw him, September 5, 1914, he felt 
perfectly well except for slight weakness. He had 
a very slight cough, with a little sputum in the 
morning. Physically he was a large, strong, healthy- 
looking man weighing 207 pounds, with normal tem- 
perature, a low pulse, and a blood pressure of 139. 
At the base of the left lung there was moderate dull- 
ness with slightly diminished breathing. and numer- 
ous rales of all kinds in the axilla and back below 
the scapula. There were no rales elsewhere. In 
spite of the one sputum examination which was 
said to have been positive in 1904, I was unwilling 
to believe that this was tuberculosis. He was seen 
by Dr. W. H. Smith of Boston, who agreed with me. 
The Wassermann test was negative. The x-ray by 
Dr. Walter Dodd showed “certainly no positive evi- 
dence of tuberculosis, empyema, or lung abscess.” 
There was a negative reaction to old tuberculin in 
doses of 1/10 mg., 1 mg., and 10 me. given subcu- 
taneously. Sputum was negative for tubercle ba- 
eilli, but contained many organisms resembling 
those of influenza. The patient was advised to go 
back to his work as a school superintendent and to 
lead a normal healthy life. This he has done, and 
has been perfectly well ever since. At present, with 
the exception of a few sticky rifles after cough, his 
lungs are normal. 


It is possible that this case may have been, and 
still is, one of tuberculosis. Personally, I think 
that the repeated negative sputum examinations, 
despite the one which was said to have been posi- 
tive, and the negative subcutaneous tuberculin 
test is the strongest possible evidence against tu- 
berculosis. It seems to me that it would have 
been a grave injustice to have made this man 
give up work for a year, to have sent him to a 
sanatorium, and to have practically condemned 
him to an invalid or semi-invalid life for a long 
time to come. On the other hand, it is certainly 
quite unsafe for him to forget altogether the 
fact that he has been distinctly under suspicion. 
A ease of this kind should report regularly every 
four or five months for examination. no matter 
how well he may be feeling. As to the exact 


| diagnosis, I should be inclined to eall it chronic 
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influenza, although I must admit that influenza 
has become somewhat of a general term covering 
various non-tuberculous lesions. 


The second case resembles the first in many 
respects. 


Case 2. P. K. This man is a teacher 48 years 
old. His mother, father, wife, and one sister died 
of tuberculosis. Until he reached the age of seven 
years, he was considered rather delicate; after that, 
perfectly well. He was about five pounds under 
weight when I saw him. Two years and a half ago, 
his wife died of tuberculosis after a two years’ ill- 
ness. The patient slept in the same room and in 
the same bed during the greater part of the time. 

Last summer, in 1914, while in camp, he was 
taken with sudden pain and oppression in the chest, 
with cough and yellow sputum. He came home and 
saw Dr. Irving Fisher of West Newton, who found 
very little in his lungs. When I saw him, in Sep- 
tember, 1914, except for the fact that he did not 
feel quite so strong as usual, he was in very good 
condition. He had a moderate cough with yellow 
sputum. He came for an examination in order to 
rule out tuberculosis. He, himself, felt fairly well. 

Physical examination showed a strong, healthy- 
looking man, with normal temperature and pulse, 
weight 162. Blood and urine were normal. Spu- 
tum shows no tubercle bacilli, but many influenza 
bacilli and pneumococci. Near the base of the right 
lung, in the axillary line over an area of two and a 
half inches in diameter, after a cough only, there 
are showers of fine rales. There was no change in 
breathing or vocal fremitus here or elsewhere. X- 
ray report by Dr. Walter J. Dodd states as follows: 
“In the region between the second and third inter- 
space on the right, there is an irregular dense area 
which is probably an extension of a process from the 
root of the lung. The apices do not seem to be in- 
volved. This may perfectly well be tuberculosis. 
but we do not feel justified from this evidence alone 
in stating so positively.” My last note on this pa- 
tient was dated February 13, 1915, when he stated 
that he was perfectly well in every way without 
_ or other symptoms. The lungs were perfectly 
clear. 


This case very much resembles the first one in 
that there was a very marked and prolonged 
exposure to tuberculosis along with constitu- 
tional and local signs and symptoms which might 
perfectly well be due to that disease. On the 
other hand, as in the first ease, I felt, as I always 
feel, that in diagnosing a process at the base of 
the lungs, the burden of proof is distinctly on the 
doctor to show that it is tubereulosis and not 
something else. Here, again, it would have been 
perfectly easy to have railroaded this man to a 
sanatorium or to have put him on a strict 
regime which would have made an invalid of him 
for one or two years. 

I do not like to call such eases chronic influ- 
enza. Dr. F. T. Lord would, I believe, classify 
this case and the first one as a chronic pneumo- 
nitis which may or may not be due to the influ- 
enza bacillus, in this case probably not. 


Case 3. E. S. This patient was a clergyman 
48 years old. His family history shows no direct 


exposure, although six aunts died of tuberculosis. 
He had had a suppurating middle ear off and on 
for many years. In 1905 he had an attack of so- 
called intercostal neuralgia which, on questioning, 
seemed to me more likely to have been a pleurisy. In 
1907, he was very much run down, and had enlarged 
glands on the right side of his neck. He was in the 
Massachusetts General Hospital at this time where 
his case was diagnosed as one of tuberculous cervi- 
cal adenitis. 

I first saw him November 8, 1914, at a sanator- 
ium in New Hampshire. He told me that in the 
early spring of this year he developed a cough with 
a fever, and began to lose weight and strength. He 
was placed under fairly rigid home treatment for a 
few weeks, and was then sent to a nearby sanator- 
ium. At the time I saw him, he had a harrassing 
cough with very little sputum. No tubercle bacilli 
were found on repeated examinations. He never 
raised any blood. Extreme weakness was a strik- 
ing feature. On examination, I found a tempera- 
ture of 101, pulse of 120, moderate secondary anae- 
mia, normal urine, and a blood pressure of 130. The 
patient was well developed with flabby muscles. 
There were some cherry-sized glands in each axilla. 
There was slight dullness at each apex with a few 
erackles after cough on the right. On the right 
side, from the third rib downward, there was dull- 
ness becoming flatness, with diminished breathing, 
and many sticky rales before and after cough. At 
the extreme base the rales were not so numerous. 
My diagnosis at this time was tuberculosis of the 
right apex, thickened pleura, and a tuberculous pleu- 
risy with probably a little fluid on the right side. 

A month later the patient left the sanatorium 
and came to Boston. His constitutional symptoms 
were still marked. The lung showed increased dull- 
ness, fewer rales, and a heart displaced to the left. 
Tn the right scapular region, there was distant bron- 
chial breathing and whispered voice. X-ray showed 
nothing except an intense shadow over practically 
the entire right lung with the heart slightly to the 
left. I tapped his chest one and one-half inches 
below the angle of the scapula on the right. but ob- 
tained nothing. I then began to feel sure that this 
case was not one of tuberculosis. He was seen in 
consultation with me by Dr. W. H. Smith, who 
agreed as to the probable non-tuberculous nature of 
the process: We both felt that a concealed pocket 
of pus was the most likely diagnosis. I then asked 
Dr. Wyman Whittemore to see this patient with a 
view to operation. After further study and observa- 
tion, we decided to operate in order to rule out a 
possibility of any hidden pus. The operation re- 
vealed a curious friable mass of solid material oc- 
eupying the greater part of the right pleural cavity. 
This, on examination by Dr. James H. Wright, 
turned out to be malignant disease, probably hyper- 
nephroma. The patient died shortly afterwards. 

This case has many interesting features. I do 
not see how anyone, in the early stages of this 
process, could have made any other diagnosis ex- 
cept pulmonary tuberculosis. Later on, how- 
ever, the points against tuberculosis became more 
evident, namely, the increasing signs of disease 
'n the lungs with a small amount of sputum, and 
the absence of fluid. Without operation, I doubt 
if the correct diagnosis would have been reached. 
His stay at the sanatorium certainly did no 
harm, as the outcome was inevitable .in 
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any case. In a recent talk with Drs. Baldwin 
and Kraus of Saranac Lake, I find that they 
have had three or four of these cases of hyper- 
nephroma at Saranac during the past few years. 
There is one patient there at the present time 
in whom this diagnosis has been made. In no! 
other instance, however, was the diagnosis made | 
except at post-mortem. I think this condition an| 
extremely difficult one and oftentimes an impos- | 
sible one to detect, at least in its early stages. | 
It should be borne in mind, however, as a possi- | 
bility whenever there is marked weakness, grave | 
anemia, and extensive signs in the lungs out of | 
proportion to the cough and the amount of spu- | 
tum raised. | 

The next three cases are those which are usu-| 
ally called influenza processes. This, as I stated | 
before, has come to be a general term for a more | 
or less subacute non-tuberculous infection of the 
pleura and the base of the lung. 


Case 4. P.C. This patient was a young Italian 
of 20. His family history was excellent and his | 
previous history negative. He felt perfectly well | 
until three weeks ago when he was suddenly taken 
with a dizzy spell, some fever and loss of appetite. | 
He had a slight cough. He improved slowly in 
general condition but continued to cough and to 
raise yellow sputum. 

Temperature and pulse were normal; he was about 
10 pounds under weight. There were a few crackles 
and slightly increased signs at the right apex, and 
many sticky rales, with moderate dullness up and 
down the entire left chest before and after cough. 
The sputum was a thick greenish pus full of bacilli 
resembling those of influenza. This condition in 
his lungs continued for a few weeks, but finally 
cleared up, leaving only occasional dry rales in the 
left axillary region. His weight returned to normal. 


Case 5. R.S. This patient is a lawver 42 years 
old, with an excellent family history. 
to have had pulmonary tuberculosis as a child. 
June 12, 1914, when feeling perfectly well except for 
the fact that he was more or less tired out, he was 
suddenly taken with an acute grippy attack, accom- 
panied by a slight cough, a fever of 101, and a rapid 
pulse. When I examined him at this time, I found 
at the base of the right lung dullness, diminished 
breathing, and numerous sticky rales. This condi- 
tion continued for a few weeks, with slight evening 
fever, rapid pulse, and every sign, constitutional and 
local, of a beginning tuberculous process at the base 
of the lung. Repeated sputum examinations, how- 
ever, showed no tubercle bacilli but many bacilli re- 
sembling those of influenza, and a few pneumococci. 

Gradually this process cleared up so that at pres- 
ent, with the exception of slight dullness, the lungs 
are perfectly normal, and the patient’s general con- 
dition is as good as it ever was. 


Case 6. D. W. This patient is a stronz healthy 
young shipping clerk of 23. His family history and 
habits are excellent. His past history is not un- 
usual. On March 27, 1915, he first notieed pain in 
the right side of his chest. worse on walking or on 
breathing, so that he could take only short breaths. 
There was some couch and sputum. Two weeks 
later, he raised some blood mixed with saliva. When 


I saw him, aside from slight pain in his chest, he 
felt perfectly well and said that his strength, appe- 
tite, etc., were normal in every way. 

On examination, I found a normal temperature, a 
pulse of 70, and weight nearly up to normal. He 
looked perfectly well. At the base of the right lung, 
there was moderate dullness with numerous sticky 
rales; the apices were clear, and the heart was in 
normal position. The sputum was a yellowish pus 
with numerous organisms resembling those of influ- 
enza. No tubercle bacilli were found. Two days 
later, over the dull area signs of consolidation be- 
came evident with intense bronchial breathing, bron- 
chial whispered and spoken voice over the lower lobe 
on the right. His temperature reached 99.4 at one 
time, but aside from this, was perfectly normal. 

I placed him in a hospital under observation 
After two or three days of normal temperature, ] 
put him through a subcutaneous tuberculin test. 
The only sign pointing to a reaction of any kind 
was a rise in temperature up to 100.6. Constitu- 
tional signs and symptoms of a reaction were of the 
slightest, and there was no change in the suspected 
area in his lungs. I considered this a negative reac- 
tion as far as the process in the lungs was concerned. 
The temperature came down to normal and has been 
so ever since. The pulse stayed between 70 and 85. 
The lungs gradually cleared up, so that a few weeks 
later they were normal in every way. 


These three cases are to me distinetly puzzling. 
In one of them, Case 5 (R. S.), there was a past 
history of tuberculosis. In the last one, there 


|was a history of spitting of blood. In each in- 


stance, as far as the signs in the lungs were con- 
eerned, tuberculosis had to be seriously consid- 
ered. Had it been impossible to put these pa- 
tients under careful close observation, or had 
their mentalities been of a type which required 
an immediate definite and categorical answer as 
to whether they did or did not have pulmonary 
tubereulosis, I feel that I probably would have 


He was said | said in each instance as a result of my’examina- 


On| 


tion alone that the chances were in favor of tu- 
bereculosis and that the patient should go to a 
sanatorium or elsewhere. This certainly would 
have done no harm, and the result would have 
been a brilliant and rapid cure that would have 
enhanced the sanatorium records. I am ex. 
tremely thankful that I did not do this. Exactly 
what was going on in the lungs and how impor- 
tant a factor the organisms resembling influ- 
enza were in this process, I am not prepared to 
state. I do feel, however, that there are many 
patients who are called tuberculous and who are 
sent to sanatoria, who belong to this class. 

Case 7. T. P. This patient is an Italian of the 
lower class. 38 years old, born in Italy. There was 
a definite history of exposure to svphilis, although 
I could obtain no history of any lesion. He eame 
to the Massachusetts General Hospital stating that 
a year and a half ago he began to have coughing 
and choking spells so that breathing was very diffi- 
cult. He felt as if there were a constriction under 
the lower part of his sternum. These attacks came 


once a month, associated with pain in the back. He 
weighed 175 one vear ago, and weighs 138 now. He 
has been getting progressively weaker, and has done 
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no work for a year. At the present time he has a 
normal temperature and pulse. He has evidently 
lost much weight. The right pupil is irregular, and 
is smaller than the left. They both react, though 


sluggishly. There are a few pea-sized glands in) 


the neck. The lungs show poor resonance all over, 
especially at each apex, more on the right than on 
the left. There is high-pitched expiration, with ex- 
piratory, sibilant, and sonorous rales all over. The 
signs are increased at the right apex. There is no 
interscapular dullness, the d’Espine sign is negative, 
and clinically no other evidence of mediastinal 
glands or other tumor. 

The x-ray taken April 27th, showed dense masses 
of glands at both lung roots and a slight dilatation 
of the aortic arch. The heart is slightly enlarged 
to the left. Dr. Dodd reports the picture as rather 
suggestive of tuberculosis. The Wassermann reac- 
tion, according to the laboratory report, is suspicious. 
Sputum examination is negative. On this patient’s 
first visit to the hospital, the signs of an active 
process in the lungs were confined to the right apex; 
while on the second visit, they were scattered over 
each lung. 


The exact diagnosis in this case has not yet 
been made, but it is believed that it lies between 
syphilis and malignant disease, probably the 
former. There is certainly sufficient evidence 
of a luetie infection to justify placing him under 
rigorous treatment. Were this patient seen un- 
der circumstances where an x-ray examination 
and a Wassermann test could not be obtained, the 
diagnosis of pulmonary tuberculosis would be 
justified. He represents another type of case 
which ean probably be found fairly frequently 
in any large sanatorium. 


Case 8. E. A. S. The patient is a post office 
clerk, 38 years old. The family history is excellent. 
He said that he had never been robust and had 
always been subject to frequent attacks of bronchitis. 
His maximum weight was 137 pounds 14 years ago; 
present weight, 119 pounds. He has been exposed to 
syphilis, but denies ever having contracted it. 
Twenty years ago, when 18 years old, he went to 
work in a factory where, owing to dust and his own 
tendeney to repeated colds, he went rapidly down 
hill. He has been a letter carrier for the last ten 
years. 

Eight or nine years ago, he had a right-sided 
pleurisy and has had symptoms in his right side 
ever since. Tuberculosis has been strongly sus- 
pected, but never definitely diagnosed. Two years 
ago he was sent to Denver, Colorado, where the 
physicians were unable to confirm the diagnosis of 
tubereulosis. The sputum was constantly negative, 
and there was no fever at any time. Despite this, 
however, he was given tuberculin for three months 
without any reaction. He returned to work in New 
York State as a post office clerk four or five months 
ago. He gave a history of at times having had large 
amounts of fairly liquid sputum which would flow 
out of his mouth night and morning on stooping over. 
This was brownish, often a reddish color, but never 
of an especially foul odor. When T first saw him. 
September 23, 1912, he had a recent cold, and had 
raised rather more than usual, although never in 
recent months so much as at times previous. He 
is very easily out of breath; his strength and appe- 


tite are poor. He has seen many doctors all over 
the United States who have given as many different 
opinions as to his condition. 

The patient is fairly well developed, very poorly 
nourished; his color is good. He is a sparely-built 
man of the wiry type. His temperature is normal; 
pulse, 74; weight, 119 pounds. The blood is normal. 
The urine contains the slightest possible trace of 
albumin, but nothing in the sediment. Blood pres- 
sure is 1384. The sputum, of a brownish red color, 
showed a variety of organisms, but no tubercle ba- 
cilli. There is considerable arteriosclerosis with vis- 
ible pulsation of the arteries. The heart is slightly 
pushed over to the left; otherwise it is normal. On 
examination of the lungs, I found what was evi- 
dently a compensatory emphysema of the entire left 
chest with harsh prolonged expiration everywhere. 
There were signs of extensive disease over the entire 
right chest with dry, fine, sticky rales everywhere 
below the fourth rib. Under the second and third 
ribs, near the sternum, was amphoric breathing 
easily noticed with a stethoscope or naked ear. The 
back shows signs similar to those in the front. On 
subsequent examinations, although the signs were 
changed to some extent here and there over the 
right side of the chest, the general features remained 
the same. 

I was quite unable to come to a definite diagno- 
sis, but merely felt very certain that the patient did 
not have tuberculosis. He was seen by Dr. W. H. 
Smith who likewise could come to no definite con- 
clusion, but agreed with me that it was not a tuber- 
culous process. The Wassermann was negative. 
The x-ray examination showed simply a much thick- 
ened pleura on the right, with the heart pushed over 
somewhat to the left. After studying this case for 
two weeks, Dr. Smith and I came to the conclusion 
that the process was either malignant disease or 
syphilis. 

Nine months later, July 30, 1913, I saw him again. 
He had gained weight, and had more than held his 
own. His strength was distinctly better. He had 
been taking iodide of potash and mercury. On ex- 
amination, I found very little air entering the right 
chest, but on the whole the condition in the 
lungs ahout the same as before except that there 
were fewer rales. I did not see him again until 
February 25, 1915. He told me that in December, 
1913, he went to Saranac Lake after having had 
three months of pleurisy. He was tapped once anda 
little fluid removed. He stayed at Saranac Lake until 
March, 1915. During this time Dr. Sidney Blanchet 
tapped his chest once and removed one and a half 
pints of pus. His weight went down to less than 
100 pounds. He raised much fluid pus by mouth. 
He whs very sick in bed from December, 1913. to 
October, 1914, when he suddenly began to get bet- 
ter. He told me that he gained 21 pounds in 24 
days. His present weieht was 133 pounds which is 
more than he has weighed for many years. 

On my examination at this time I found a normal 
temperature and pulse. The left side of his chest 
showed compensatory emphysema and no rales; the 
right side was dull above, flat below, much retracted, 
with only an oceasional rale after cough. His gen- 
eral condition was excellent. 


T am perfectly frank in stating that I do not 
know what pathological process has been going 
on in this man’s chest. The impression I gath- 
ered from the doctors at Saranac Lake was that 
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they considered the whole thing to be tubercu- | 
losis. Despite their opinion, I am quite unwill- | 
ing to believe this to be so. The length of time | 
has ruled out malignant disease. Syphilis can- | 


not be excluded. Extensive lung abscess or | 
chronic empyema are the most probable diagno- | 


ses. No one, however, can be blamed in any 
way for calling this a case of pulmonary tubereu- 
losis and treating it as such. 

These cases have taught me several valuable 
lessons. Especially have I been impressed with 
the need of taking nothing for granted and not 
jumping at conclusions. From one examination 
alone, it would have been very easy to have 


called each one of these patients a consumptive. | 
While this would have probably done no physical | 


harm in any instanee, and more likely the re- 
verse, the injustice to the patient and to others 
is so manifest as not to need comment. 

Again, this series has emphasized the multi- 


plicity of chronic and subacute pulmonary in- | 


feections and how little we know of the exact 


pathology of many of them. In these days, the | 


9? 


words ‘‘tubereulosis’’ and ‘‘influenza’’ are used 
to cover much ignorance, 

Finally, the value of a careful and painstaking 
history, and of a thorough routine examination 
of the lungs and of the whole body. not only 
once but often repeated, if necessary, has been 


clearly demonstrated. 


III. 


Wuat Constitutes TUBERCULOSIS IN CHILD- 
HOOD ?* 


By Joun Lovett Morss, A.M., M.D., Boston, 


I HAVE been asked to present a paper before 
you on what constitutes tuberculosis in child- 
hood, presumably because it was thought that a 
pediatrician who does not make a specialty of 
tuberculosis might approach this subject, con- 
cerning which there is so much difference of 
opinion, with a more open mind than the spe- 
cialists who have already preconceived ideas re- 
garding it. {I have found the subject a most 


difficult one, and make no claims that I have an- 


swered the question correctly. The title of my 


paper should be, therefore, ‘‘What I Think 


Constitutes Tuberculosis in Childhood.’’ I am 
sure that not all of you will agree with my 
conclusions, but hope that they will find favor 
with at least a few. 

It seems to me that in the first place it is ab- 
solutely necessary to distinguish between tuber- 
eulous infection and tuberculous disease. In 
this connection, infection may be defined as the 
state of being infected, and disease as an alter- 
ation in the state of the body or of some of its 
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organs, interrupting or disturbing the perform- 
ance of the vital functions and causing symp- 
toms of some sort. 

I*or all practical purposes, the infant comes 
into the world free from tuberculosis. In round 
numbers, ten per cent. of all infants have be- 
‘come infected with tuberculosis by the end of 
the first year of life, and at 16 years not more 
than ten per cent. have escaped infection. A 
very small proportion of these children, however, 
have tuberculous disease. Those that are well 
and show no symptoms of tuberculous disease 
are little, if any, worse off than those who have 
not been infected. In fact, it is probable that 
in many, if not most, instances they are better 
off, in that they have established a certain im- 
munity to tuberculosis. 

Children infected with tuberculosis react posi- 
tively to a von Pirquet tuberculin test, unless 
they are overwhelmed with the disease. A posi- 
tive tuberculin test, in itself, signifies nothing 
more than tuberculous infection; it does not de- 
note tuberculous disease. Taken in connection 
with other signs of disease, it strengthens, but 
'does not prove, the assumption that the disease 
may be tuberculosis. The younger the child, the 
more strongly a positive von Pirquet test points 
towards a diseased condition being tuberculous. 
With certain limitations, a negative von Pirquet 
test excludes both tuberculous infection and tu- 
berculous disease. 

Tuberculous infection in childhood is almost 
invariably glandular. In the struggle to over- 
come the infection the glands become enlarged 
and indurated. When the cervical glands are 
enlarged they can be seen and felt. The mesen- 
teric glands can be felt, if sufficiently enlarged, 
while the tracheo-bronchial glands, although 
neither visible nor palpable, give rise to certain 
definite physical signs. The demonstration of 
glandular enlargement, whatever its situation, 
‘even if other causes than tuberculosis for the 
enlargement can be excluded, does not, how- 
ever, prove that the condition is one of tuber- 
culous disease. It merely shows that there has 
been a tuberculous infection at some time. The 
condition is not one of disease unless other tis- 
sues are involved or the glandular enlargement 
is associated with symptoms of disease, such as 
fever, malaise, debility, loss of weight, and so 
on. This statement is quite as true as regards 
enlargement of the tracheo-bronchial as it is of 
enlargement of other glands, although there 
seems to be just now a tendency to consider the 
/signs indicative of enlargement of these glands 
as evidences in themselves of tuberculous dis- 
‘ease. This is especially true of d’Espine’s sign. 
| There seems to be some difference of opinion: 
‘unfortunately, not only as to the significance of 
| d’Espine’s sign, but also as to what d’Espine’s 
sign really is. This sign, as d’Espine originally 
described it, consisted in the persistence of the 
bronchial whisper below the seventh cervical 
spine. Others have claimed that the bronchial 
whisper is normally heard down through the 
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second dorsal spine, and some that it is heard 
even lower. Others have used the voice insteau 
of the whisper, and still others have claimed te 
get the same results from the character of the 
respiratory murmur. My own belief is that the 
whisper is more reliable than the voice, and that 
the respiratory sound is less reliable than either. 
The respiratory sound gives fairly satisfactory 
results, however, and. may be used in infants 
who will not talk or ery. It is also my belief 
that d’Espine was right in fixing the normal 
lower limit of the bronchial sound at the seventh 
cervical spine. I do not myself call the sign 
positive, however, unless the bronchial sound 
extends below the first dorsal spine. D’Espine’s 
sign simply shows that there is some tissue 
denser than normal between the trachea and 
bronchi and the anterior surface of the verte- 
brae, which transmits the bronchial sound from 
the trachea and bronchi without modifying it. 
It shows nothing as to the nature of this tissue. 
Experience has shown that it is usually enlarged 
tracheo-bronchial glands. The etiology of en- 
largement of the tracheo-bronchial glands is the 
same as that of enlargement of other glands. 
Enlargement of the tracheo-bronchial glands, 
therefore, may or may not be tuberculous. If 
the enlargement develops in the course of some 
acute infection of the lungs or bronchi, it prob- 
ably is not tuberculous, and usually promptly 
disappears. If it develops slowly and is per- 
sistent, it usually is tubereulous. A positive 
d’Espine sign, of itself, merely shows, therefore, 
that there is probably enlargement of the 
tracheo-bronehial glands. It shows nothing 


as to the nature or etiology of this en- 
largement. These points must be decided 


on other’ evidence, 


quet reaction, the chances that the enlarge- 
ment of the tracheo-bronchial glands is tubercu- 


If a positive d’Espine 
sign is associated with a positive von Pir- 


they are not only infected, but also diseased, and 
the cause of the symptoms. 

The significance of Roentgenographs which 
show a shadow in the location of the tracheo- 
bronchial glands is exactly the same as that of a 
positive d’Espine’s sign, no more and no less. 
Great care should be taken, however, in inter- 
preting the shadows in x-ray plates. Only the 
opinion of an expert is of much value, and that 
is not infrequently wrong. 

There is very little room for difference of 
opinion as to the presence or absence of tuber- 
culous disease of the cervical glands or bones. 
The same is true of tubercular peritonitis. The 
significance of enlarged abdominal glands is the 
same as that of enlargement of the tracheo- 
bronchial glands. The presence of physical 
signs of disease of the lungs is more likely to 
give rise to disagreement as to whether the con- 
dition is or is not tuberculous. A negative von 
Pirquet test, unless there is reason to suspect 
acute miliary tuberculosis, or the child is mori- 
bund, proves conclusively that the affection of 
the lungs is not tuberculosis, no matter what the 
x-ray findings, or whether d’Espine’s sign is ab- 
sent or present. <A positive von Pirquet test 
does not, however, prove that the affection of 
the lungs is tuberculous. It merely increases 
the probability that it may be. The same is true 
of a positive d’Espine’s sign and of Roentgeno- 
eraphs which show a shadow in the region of 
the tracheo-bronchial glands. A persistence or 
increase of the physical sign is in favor of the 
condition being tuberculous, but does not prove 
that it is, because influenzal and other infections 
of the lung are often of long duration. The per- 
sistence of constitutional symptoms and fever is 
of the same significance as the persistence of the 
physieal signs. A positive diagnosis can be 
made in many instances, therefore. only after a 
lapse of considerable time or by the finding of 


lous are increased. The chances of the enlarge-| tubercle bacilli in the sputum. 


ment being tuberculous are still further in-. 


creased, if the sign is persistent. 


The greatest opportunity for difference of 


Even under opinion as to whether a child has or has not tu- 


these conditions, however, if the child is well, berculous disease arises when a child showing a 
the condition should be looked upon simply as positive von Pirquet reaction manifests symp- 
one of infection, not of disease. If a positive toms of general constitutional disturbance, such 
d’Espine’s sign is not associated with a positive | as fever, rapid pulse, loss of weight and 
von Pirquet reaction, the enlargement of the strength, malnutrition, debility, fatigue from 
glands is certainly not tuberculous, and it is of insufficient causes, anemia and dry cough, with- 
no significance in this connection. If a positive out any evident physical signs of disease. Every 
d’Espine’s sign is associated with a positive von-| one will admit, of course, that this combination 
Pirguet reaction and there are signs of acute of symptoms and lack of physical signs when 
disease in the lungs, there is no way of deter- the von Pirquet test is negative does not indicate 


mining at once whether the enlargement of the 
glands is tubereulous or not, and the presence 
of the signs shows nothing as to the character 
of the disease in the lungs. If there are evi- 


dences of tuberculosis elsewhere, the d’Espine | 


sign is of no importance anyway. If a child 
has a positive d’Espine sign, a positive von Pir- 
quet reaction, shows symptoms suggestive of 
tuberculous disease and no foci of tuberculosis 
are found elsewhere, it is probable that the en- 
largement of the glands is tuberculous, and that 


tuberculous disease. The significance of en- 
largement of the tracheo-bronchial and abdom- 
inal glands in this connection has already been 
discussed. 

The presence of a definite history of exposure 
to tuberculosis, especially if prolonged, is strong 
evidence in favor of the view that the child has 
an active tuberculous focus somewhere, even if 
it is not discoverable, because of the well-known 
fact that a very large proportion of the children 
exposed to open tuberculosis in their homes be- 
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come infected. The younger the child and the|taken up and which are almost as worthy of 
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longer the duration of the exposure, the more consideration as those which have been dis- 


likely is the child to become infected and the 
more likely is the infection to lead to the dis- | 


ease. It must be remembered, on the other hand, | 


however, that no matter how long or how great | 
the exposure to infection has been, the child is| 
not suffering from tuberculous disease unless it 
shows some manifestations of ill health. The 
history of the ingestion of the milk of tubereu- | 
lous cows is of the same significance as that of | 
exposure to human tuberculosis. A tuberculous 
family history, but without exposure, has the 
same sort of value, but much less, as a history 
of exposure. 

Too much attention must not be attached in 
this connection to a slight elevation of tempera- 
ture above what is ordinarily considered to be 
normal, that is, 98.6° F. I am sure that many 
children, apparently normal and certainly not 
infected with tuberculosis, frequently have a 
temperature between 99 and 99.5° F., especially 
if they have been playing hard or have been ex- 
cited. A slight elevation of temperature is a 
very common thing from minor causes. In my 
experience it is much more likely to be due to 
some infection of the nasopharynx or the ac- 
cessory sinuses, pyelitis or indigestion, than to 
tuberculosis. <A little elevation of temperature, 
even if of considerable duration, does not, there- 
fore, necessarily mean active tuberculosis, al- 
though it may. 

Disturbanees of nutrition, anemia, debility, 
fatigue and malaise are all symptoms of indiges- 
tion, overwork in school, over-exertion, late 
hours, lack of fresh air and many other things, 
as well as of tuberculous disease. Night sweats 
are unusual in tuberculous disease in childhood ; 
they are not uncommon from other causes. A 
dry cough may be due to nasopharnygeal irrita- 
tion, enlargement of the lingual tonsil and va- 
rious other local irritations, as well as to tuber- 
eular tracheo-bronchial adenitis. 

It is evident, therefore, that the presence of 
malnutrition, debility, slight elevation of tem- 
perature, anemia and so on, in the absence of 
evident physical signs of disease does not in 
itself justify a diagnosis of tuberculous disease, 
even if they are associated with a positive von 
Pirquet reaction. The presence of symptoms of 
constitutional disturbance without the physical 
signs of disease to account for them is suggestive | 
of tuberculous disease—that is all. Tuberecu- 
lous disease should he considered seriously un- 
der these conditions, but it should not be taken 
for granted that it is the cause of the symp- 
toms. Neither should it be taken for granted 
that it is not. When this combination of symp-| 
toms and lack of evident physical signs is pres- | 
ent, the diagnosis should be made only after a| 
careful and unprejudiced investigation and con- | 
sideration of all the factors in the individual | 
ease. In this way only can errors in diagnosis 


be avoided. 
There are many other points which might be 


‘of Dr. 


cussed. What has been said, however, is suffi- 
cient, I think, to indicate what ‘‘I think consti- 
tutes tuberculosis in childhood,’’ and what I 
conceive to be the difference between tubercu- 
lous infection and tuberculous disease. 


DISCUSSION. 


I. J. Cuarke, M.D., Haverhill: In the paper 
Washburn, the 23 cases cited, autopsies 
by Dr. Ash, there were 8 of pneumonitis. 1 am 
taking this report as a basis for what I have to 
say. Regarding a condition which might be 
called pneumonitis [ suppose that the location 
of it might easily contain some pus. It seems 
to me that a blood count in the absence of a high 
degree of mixed infection would show us a 
higher leucocyte count than ordinary, presum- 
ing that there is practically no fever, and it 
might show us a count high enough to suggest 
free pus. In the eases of septicemia, I think 
there were two, it is evident to me in the absence 
of marked evidence of mixed infection, or of 
physical signs in the lung, which would account 
tor the condition, that a blood count might be of 
some help to us. In the casesof malignant dis- 
ease—it appears to me that the marked dis- 
placement of the trachea is certainly a very un- 
usual condition in an ordinary pleuritis. In re- 
gard to nephritis, it also seems to me that blood 
pressure perhaps ought to be taken more fre- 
quently. In this series of cases Dr. Ash did not 
report that they had any figures as to blood pres- 
sure. I think those four conditions,—pneu- 
monitis, nephritis, septicemia and malignant dis- 
ease,—constitute a very much larger percentage. 

I believe that a great deal can be depended 
upon from the standpoint of the family history. 
In the records that I have taken, almost without 
exception you can find a history of exposure, of 
a definite, intimate, exposure, that is, all cases 
that in my opinion were tuberculous. The past 
history of the patient, it seems to me, is ex- 
tremely important from the standpoint of at- 
tacks of what we call grippe, as to whether they 
were the symptoms of what might have been the 
lighting up of an old process. 

There is also the evidence of the influenza ba- 
cillus, which I do not think, as a rule, is always 
looked after carefully. I also understand it is 
not an easy bacillus to find. 

I should want to have a fever explained. It 
has been my custom to pass out to such parties 
as practical a thermometer, and require temper- 
ature taken three or four times a day for a 
month, whether I find fever at my first exami- 
nation or not. It has been of great assistance in 
ascertaining definitely whether they had fever, 
and how much. I think also that a loss of 
weight should be accounted for. Until those two 
things are explained by some other reason we 
must assume, given a history of malaise, expo- 
sure, and general mean feeling, that the case is 


ey 
| 
‘ 
4 
: 
: 
re 
+4 
J 
! 
| 
Bn: 
, 


VoL. CLXXIITI, No. 18] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


| 

tuberculous. In other words, it seems to me previous to admission; 1 gives definite tuber- 
that it is a good deal more difficult to say to a cular reaction; the remaining 12 give very strik- 
patient that he has not tuberculosis than that ing histories; they have been exposed to the dis- 
he has. I think every physician has this experi-'| ease for a long period of time, and their subjec- 
ence,—that patients come to him and want to tive and objective symptoms are fairly well 


know if they have tuberculosis. 

I should also want to know about the Wasser- 
mann test. That is not an easy matter for 
every one, especially in some of the small distant 
towns, but it seems to me that there is an oceca-. 
sional ease of syphilis of the lung which clears: 
up very quickly by proper treatment. 

It is evident to me that there are certain 
heart cases which simulate tuberculosis. I feel 
that chest signs in any case must have some 
backing; a very distinct history of exposure, or 
something else to make you feel that they could 
be, or probably are, tuberculous. It appears to 
me also that we would oceasionally find certain 
cases due to blood conditions. Either a border- 
line anemia, or a pernicious anemia, in which it. 
would seem that a blood count would be impor-. 
tant; also the appearance of the ecel!s, as well | 
as their varieties. | 

Another thing is the consideration of the con-| 
ditions that are caused from the vocations where. 
there is a good deal of dust. We know that the 
lung conditions oftentimes simulate tuberculosis. 
They have coughing, some sputum, which should | 
be taken very carefully into consideration. 


/marked, 

You must take into consideration that when 
we admit to our sanatoria a patient whose appli- 
cation is signed by a reputable physician, it 
necessitates the sanatorium physician using the 


utmost eare before declaring a doubtful case not 
tubercular. 


We feel that we need from two to 
four months’ study of a case before we can dis- 
charge it diagnosed as ‘‘not tubercular.’’ The 
majority of the doubtful cases sent to us usually 
turn out to be valvular heart disease, although 
unresolved pneumonia, chronic emphysema, 


chronie bronchitis with bronchiectasis, and ar- 
_terio-sclerosis account for frequent errors in di- 
‘agnosis. 


CuarLes E. Perry, M.D., Superintendent 
Hampshire County Sanatorium: Hampshire 
County Sanatorium is, in spite of its name, a 
hospital for advanced eases, built under the act 
which requires cities to furnish local hospitals. 
We opened last September, and as yet the prob- 
lem of making room for new cases has not been 
considered, for we still have plenty of beds. We 


have admitted since the hospital opened 47 cases. 


Of those 47 cases, 10 have shown no positive spu- 


Cart C. MacCortson, M.D., Superintendent. 
North Reading State Sanatorium: I should like 
to ask Dr. Washburn if the 198 cases autopsied | 
at Mattapan by Dr. Ash were taken at random, | 
or were the doubtful eases only brought to. 
autopsy. It would seem to me that an error in 
diagnosis of 1114% of all patients, dying in a| 
hospital for the treatment of advanced con-| 
sumptives, is rather high. | 

At North Reading about 75% of all admis- 
sions have been in the advanced stages of the dis- | 
ease. Last year we had 67 deaths; 65 died of 
pulmonary tuberculosis; all showed tubercle ba- 
cilli in their sputum during residence. One died 
of arterio-sclerosis, and one of organic heart dis- 
ease. 

I believe that about 84% of all admissions last 
year were found positive. On Monday of this. 
week we had a census of 197 patients ;-43 of that 
197 have not been found positive. Six of the 
43 are considered doubtful cases, and are un-| 
der observation at the present time. Guinea-| 


tum during their sanatorium stay. Two of these 
non-positive cases have not been considered on 
account of their very short residence. One was 
discharged as probably non-tuberculous; 1 case 
of chronic bronchitis, with a history of syphilis, 
died with increasing complication. One other 
will probably soon be discharged as non- 
tuberculous. Two of these 10 cases were re- 
ported to have positive sputa within a year pre- 
vious to their coming. There was another young 
man who was taken to the hospital, having pre- 
viously been in a state sanatorium twice. He 
had an attack of asthma and lost about 15 
pounds, and asked to be admitted. In about a 
week his condition improved so that there were 
no signs demonstrable except a slight dulness 


over the upper part of one lung. The remaining 


cases with negative sputa had fairly definite 
signs and the diagnoses were not questioned. 


ALLEN G. Rice, M.D., Springfield: I do not 
feel that I can add anything to Dr. Hawes’ pa- 


pigs have been inoculated with their sputum, per. We make mistakes which I think perhaps 
and we are awaiting further developments. we ought not to make if we took a little different 
Four of these cases we believe to be organic attitude. From what I have gathered from Dr. 
heart disease, one unresolved pneumonia. We Hawes’ paper, it seems to me that if we paid, as 
are very uncertain regarding the diagnosis of he did, more attention to the history of these 


the sixth ease. This leaves about 37 negative | 
eases to account for. We feel that they are 
eases of pulmonary tuberculosis. Nineteen of 
them are classified as ‘‘advaneced,’’ 15 ‘‘moder- 
ately advanced,’’ and 3 ‘‘incipient.’’ 

Now, out of the 37, 16 are hemorrhage cases ; 
8 were reported as having been found positive 


cases, personal and family, if we made sure when 
this patient was last perfectly well, how long 
he has been sick, how much weight he has lost, 
when he began to lose strength, if he has lost it 
markedly, we would have little points which, 
taken together, mean a great deal. It brings up 
the question of the relative value of the history 
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and the physical examination. It seems to me 
there can be no possible doubt. We have got to 
have the history ; that is the most important. 

The troubles with the stethoscope I think are 
two. In the first place the inability to appre- 
ciate signs, and in the next place the inability 
to interpret them. We make mistakes both ways. 
Simply because we find signs suggestive of tu- 
bereulosis does not mean that we should make 
the diagnosis. All the other points have to be 
taken into consideration. In other words, what 
we want to do is to regard the patient as a 
whole; not pay too much attention to the condi- 
tion of his lungs. Where we have, as we do, 
many other chronic infections of the lungs be- 
sides tuberculosis, for instanee, chronic influ- 
enza, chronic pneumococcus infection, malignant 
disease, and, in spite of the last speaker, I be- 
lieve also syphilis, in devoting all our time sim- 
ply to regarding the signs, we undoubtedly 
make a diagnosis of tuberculosis in cases where 
we should not. In addition to the history and 
the stethoscope we are also inclined to make mis- 
takes because we pay too much attention to the 
so-called adjuncts to diagnosis. With adjunets 
I include sputum examination. Sputum exami- 
nation, I believe, is all right when we find tu- 
berele bacilli. If we do not find them it does not 
mean the patient has not tuberculosis. The same 
thing can be said in regard to the x-ray. The 
x-ray shows lesions, but it does not necessarily 
show that the lesion is tuberculosis. I have seen 
plates where the x-ray man was perfectly posi- 
tive that the case was tuberculosis, and on 
autopsy a few weeks later no signs of tuberculo- 
sis were found, but in this particular instance a 
well developed syphilitic process in the lung. 

Another point which Dr. Hawes brought up 
was his general impression that the case was not 
tuberculosis ; his general impression that the case 
was. I think these general impressions are val- 
_uable, even though they may not be scientific. 
One cannot get up and show why the case is or is 
not tuberculosis. At the same time I do believe 
that these general impressions are of value and 
should be given a certain amount of weight. 

In addition to making mistakes in differential 
diagnosis we also make serious mistakes regard- 
ing the stage in which the disease exists. I be- 
lieve tuberculosis is more often diagnosed cor- 
rectly than is the stage of the disease, and the 
stage of the disease makes all the difference in 
the world to the patient. It has been said’: What 
is the difference whether one makes an accurate 
diagnosis or not; treatment of chronic infections 
is in a great measure the same. It does make a 
lot of difference. In the first place it is impos-| 
sible to give the patient any sort of prognosis 
without a correct diagnosis. The treatment is 
not always the same. Unfortunately, a certain 
stigma is attached to tuberculosis, which other 
chronic infections of the lung do not share. It 
is almost criminal to stamp a patient as tuber-| 
culous simply because he has a chronic process: 
in his lungs. I am coming to believe that by, 


the time we find definite signs in the lung the 
case is beyond the incipient stage. These signs 
may be slight, may be localized at one or two 
points. At the same time when the signs are 
definite I cannot help but believe that in the 
inajority of instances the case is beyond the in- 
cipient stage. In contradistinction to that, I alsq 
believe that a positive sputum examination does 
not mean that the case is necessarily beyond the 
incipient stage. There are bacilli in the sputum 
if the lesion is broken down. The lesion may 
break down in a very small area, so small that 
we cannot detect any signs over that area. Take 
also the cases of hemorrhage, especially a case 
with its first symptom,—hemorrhage, resulting 
from the breaking of some blood vessel. Simply 
because the patient has hemorrhage is no reason 
why we should regard that one sign alone and 
say the case is beyond the incipient stage. 

Therefore it seems to me that the sooner we 
get away from paying too much attention to the 
lungs themselves, using our stethoscopes too 
much; and instead, regard the patient as a 
whole, treating him as a patient and not as some- 
one with a diseased lung, we shall make fewer 
mistakes, and with fewer mistakes we shall do 
more to stamp out this disease. 


FREDERICK T, Lorp, M.D., Boston. It seems a 
hopeful sign that those who are especially devot- 
ing themselves to the study of pulmonary tuber- 
culosis should be the ones who, as this meeting 
indicates, are calling our attention to pulmonary 
conditions simulating tuberculosis. 

One of the most frequent difficulties is the 
differentiation of the more subacute or chronic 
types of the simpler infections from pulmonary 
tuberculosis. These two groups have in common 
such symptoms as cough and expectoration, with 
or without loss of weight, failing sense of well- 
being and elevation of temperature. There are, 
however, certain features of the history and 
physical examination upon which emphasis may 
be placed in distinguishing the tuberculous from 
the non-tuberculous cases. 

The importance of the family history has been 
referred to by previous speakers. In this, great- 
er importance should be attached to the oppor- 
tunity for contagion than alone to a family his- 
tory of the disease. Some evidence concerning 
the nature of the process may be afforded by a 
careful inquiry as to the evolution of the initial 
symptoms. A cough which begins as an infec- 
tion in the upper parts of the respiratory tract, 
in the nose or the throat, and travels downward, 
is less likely to be of tuberculous origin than a 
cough, the initial symptoms of which are exclu- 
sively intrathoracic. There are, however, many 


‘exceptions to this, and we see a considerable 
‘number of patients with pulmonary tuberculosis 
with an initial acute upper-tract infection. 


In 
such instances it may be assumed that the milder 
infection has served to awake a slumbering tu- 


‘bereulous process. 


Not all attacks of hemoptysis have an equal 
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bearing on the clinical diagnosis of tuberculosis. 
It is especially those attacks which are unpre- 
ceded by symptoms or signs of pulmonary or 
other disease which are to be regarded as of 
greatest importance in indicating a tuberculous 
origin. 

A primary pleurisy, whether mild or severe, 
fibrinous or sero-fibrinous, almost invariably in- 
dicates that tuberculosis is the underlying con- 
dition. Intercostal neuralgia seldom, if ever, ex-. 
ists, and when this diagnosis is made it is usually 
a poor substitute for a confession of ignorance 
concerning the true nature of the process. 

As regards the site of the disease, involve- 
ment of the apex is strong evidence for its tu- 
berculous nature, but there are rare instances of 
apical invasion, even with cavity formation, 
which prove to be non-tuberculous at autopsy. 

Valuable evidence against tuberculosis is fur- 
nished by negative examinations of the sputum 
for tubercle bacilli in cases in which there is an) 
abundant and purulent sputum. Tubercle bacilli 
are frequently sought in vain in the early stages’ 
of pulmonary tuberculosis, when the expectora- 
tion is scanty and mucoid or muco-purulent, and. 
these organisms may be demonstrated only after 
oftentimes repeated and careful search, but it. 
is uncommon for the case to be one of pulmonary | 
tubereulosis when tubercle bacilli cannot be 
found after repeated and diligent search in 
abundant and purulent specimens. The evi- 
dence against tuberculosis is still more convine- 
ing if at the same time the specimens are posi-. 
tive for elastic tissue and negative for tubercle 
bacilli. 

A good deal has been said this afternoon with | 
reference to chronic influenza. While it is true, 
that infection with influenza bacilli can be dem- 
onstrated in a considerable number of patients, 
with cough and expectoration, it seems to me a! 
mistake to regard the presence of the influenza 
bacillus as an assurance against the tuberculous 
nature of the pulmonary process. It should be 
remembered that influenza bacilli are about as 
frequently present in the sputum of patients 
with, as in those without, pulmonary tubercu- 
losis. It seems rather of academic interest than 
of practical importance to decide whether this 
ease or that has influenza bacilli in the sputum. 
The most important question for decision is 
whether the patient suffers from tuberculosis vor 
not. If not, then a number of other infections, 
singly or combined, may be responsible. 

Regarding the use of tuberculin subcuta-| 
neously in the diagnosis of pulmonary tubercu- 
losis, I have been very loath to use this test ex- 
cept as a last resort in diagnosis, and then only 
in strict accordance with Koch’s original direc- 
tions as to the way in which it should be used. 
It is best in adults to give an initial dose of 1/10 
of a milligram, take the temperature every two 
hours for a period of two days, and if the patient 
fails to react, to follow this injection with suc- 
cessive doses of 1, 3, 5, and 7 or 10 milligrams, 
similar observations on the temperature being 


of the tracheo-bronchial region. 


made for an equal period between each injection. 
An initial dose of 10 milligrams may be followed 
by dangerous and even fatal consequences. Any 
one who has worked experimentally on tubereu- 
lous animals with tuberculin will appreciate that 


a large initial dose gives rise to a very severe 
local reaction, 


with marked hyperemia and 
edema about the site of the infection. I cannot 
believe that it is desirable to run the danger of 
inciting a tuberculous process to greater ac- 
tivity by the use of so large an initial dose as 
10 milligrams, when a trivial reaction might 
have been obtained by the use of 1/10 milli- 
gram. 

1 am in agreement with those who believe that 
syphilis of the lungs in adults is one of the 
rarest of pulmonary diseases. I do believe, how- 


ever, that syphilis of the respiratory organs is 


not so very uncommon in adults as an infection 
It is desirable, 
therefore, if you have a case in which syphilis 
of the respiratory organs is under consideration, 
to make, if possible, a bronchoscopic examination 
to see if there is tracheo-bronchial ulceration, 
which may suggest the syphilitic nature of the 
process. 


Hersert C. Cuapp, M.D., Boston: One thing 
I particularly like in Dr. Hawes’ paper is his 
cheerful admission that one can make mistakes in 
diagnosis without losing caste. Perhaps no one 
would baldly claim the opposite, but some, I am 
sorry to say, seem to give the impression, if not 
by word, yet by inference, that their dictum is 
final. Now we all make mistakes in diagnosis, 
and the only difference between us is as to the 
number we make. When I meet one of the re- 
ligious sect professing ‘‘ Holiness,’’ and claiming 
that he has lived without committing sin for six 
months or a year or two, I instinctively thrust 
my hand into my pocket, and grasp my pocket- 
hook (if there happens, by chance, to be any- 
thing in it). Similarly do I feel towards one of 
those men who is always cocksure in diagnosis. 
If a man with Dr. Hawes’ skill and ability is so 
medest, why should not the rest of us be so, too? 

He has very properly called our attention to 
the possibility of mistakes when we are dealing, 
or think we are, with advanced tuberculosis. We 
all agree, however, that the chance of making a 
mistake here is a hundred times less than it is 
when we have a possible early case of the dis- 
ease. If a medical student or a physician of 
limited experience could draw an incorrect in- 
ference from this paper, he might perhaps think 
that the number of puzzling cases in advanced _ 
disease was greater than Dr. Hawes and some of 
the rest of us know it to be. I feel sure that in 
the vast majority of cases of advanced disease 
it is possible, with the modern means at hand, to 
make a correct diagnosis without unduly dis- 
tressing ourselves. Now and then, however, as 
Dr. Hawes points out, we have an opportunity to 
exercise all of our discriminative faculties. The 
great tug of war, as we all admit, comes in the 
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prompt recognition of incipient tuberculosis. 
This, of course, is a much more practical ques- | 
tion, and on the proper solution of it may de-| 
pend the lives of innumerable people. On the 
contrary, in advanced disease the issues of life 
and death are not so sharply defined, and it is. 
not so important for us to make a correct diag- 
nosis. The only difference in some cases is that) 
they die with the wrong label on. Medicine is a 
practical science, and when people employ us, 
they have an eye more to results than to exact. 
pathological conditions. This is not an argu- 
ment for the neglect of careful study of ad- 
vaneed eases. But if our time is limited, it be- 
hooves us to spend more of it on early cases, 
where the results of our efforts may be at times 
simply marvelous, in contrast to those of thirty 
or forty years ago, than we do on cases most of | 
which offer little or no hope. It is practicality 
versus scholasticism. 

As to Dr. Hawes’ Case No. 1, since he politely 
allows us to differ from his decision, it seems to 
me that there are fair grounds for considering 
this really a case of tuberculosis, largely because 
on one occasion the report of an experienced pa- 
thologist disclosed tubercle bacilli in the sputum. 
Since Koch’s great discovery, announced in 
1882, the world has been practically unanimous | 
in considering the tubercle bacillus an incon- 
testable proof of tuberculosis. If, in any given) 
case I have thought otherwise of the diagnosis, 
on a positive report of a competent pathologist 
I at once throw up my hands and acknowledge 
the presence of the disease. At least, if the other 
evidences are not inconsistent, and they do not 
seem to be in this case, it is, of course, unneces- 
sary to tell an audience like this that the healthy 
appearance of a patient, his refusal to die or to 
be severely sick, or to recover without leaving 
his work, are proof that he never had tubercu-| 
losis. The oft-quoted parable of the sower and 
the seed, showing that the bacillus flourishes in 
different individuals with a vigor largely propor- 
tionate to its pabulum, militates against this 
idea. Cases of later-proved undoubted tubercu- 
losis are frequent, where many unsuccessful | 
searches for the bacillus have both preceded and 
followed a positive finding, and we constantly 
admonish students of the vast difference in 
meaning between positive and negative evidence 
of this kind. Most boards of health caution even 
physicians against excluding tuberculosis, unless 
a considerable number of negatives are returned. 
To throw out this positive evidence of one in 
fifteen times, Dr. Hawes hints at the possible 
contamination of the specimen, or the careless- 
ness or dishonesty of the examiner. It seems 
to me that in a large tuberculosis institution, 
where the principal reason for the employment | 
of a bacteriologist is the examination of sputum, 
and where he is presumably honest and capable, | 
srech a contamination ought not to be allowed to 
eceur. In the days of the early experimenters | 


en animals with crude tuberculosis material, fol- | 


lewing Villemin’s brilliant results in 1865, these , 


! 
results were apparently for a time negatived by 
careless contaminations. However, if they were 


excusable in those days, they are in these days of 
asepsis inexcusable. If contamination occurs 
now in one case, what is to prevent its occurring 
in many others? This admission, once made, 
would cast suspicion on the reliability of all spu- 
tum examinations. And to what point would 
that bring us? To my mind the microscopic ex- 
‘amination in this case far outweighs the sub- 
cutaneous tuberculin test, which is supposed to 
be reliable only in from 80 to 90%' of eases, and 
still less if the case is advanced. Even if non- 


| tuberculous in 1914, couldn’t this case have been 
tuberculous in 1904? 


As to the cases of apical influenza simulating 


‘tuberculosis, while I admit their occasional oc- 


currence, yet it seems to me that, from a thor- 
oughly practical point of view, the discovery of 
this fact is likely to do the world at large more 
harm than good. Well do I remember in the 
early years of my practice the sweet morsel of 
comfort which physicians used to roll under their 
tongues by calling what now lung specialists 
would call fairly advanced pulmonary tubercu- 


losis, merely cases of apical catarrh or broncho- 


pneumonia. If we did that now, by how much 
greater would be the slaughter of the innocents? 

I dread anything at the apex, and continue to 
dread it until I see both general and local im- 
provement, whether I am sure of the exact patho- 
logical condition or not. If the physician is not 
worried by such a thing, why should the patient 
be worried? And after he has received the phy- 
sician’s dictum, what more natural than for the 
patient to neglect his trouble? Of the two evils, 
practically it is better to be even unduly 
alarmed. This does not mean that on the discov- 
ery of any apical condition, he should at once be 
hustled off to the sanatorium, but he should be 
watched for a while. 

If the base of the lung is involved, and there 
is a differential diagnosis to be made between 
pulmonary tuberculosis and chronic pneumonia 
or influenza or carcinoma or sarcoma, primary 
or secondary, or syphilis or pleurisy, or the ex- 
eeedingly rare affections, like actinomycosis, 
e.g. we have another problem. Without attempt- 
ing to discuss the whole subject, which is a 
lengthy one, I will merely bring up one point 
which has been helpful to me. 

Of course every physician knows that common 


pulmonary tuberculosis generally begins at one 


apex and works downwards, and later attacks 
the other apex, where it works also downwards, 
but at a respectful distanee behind the first. 
Very few physicians, however, I imagine, have 


‘anything like an accurate idea of how universal 


this apical beginning is, and how rarely the dis- 
ease begins at the base. By searching medical 
literature I never could find many satisfactory 
statistics on the subject; and so when I had a 
remarkably fine opportunity, about ten years 
ago, when I was connected with the State Sana- 
torium at Rutland, Mass., I decided to investi- 
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eases of pulmonary tuberculosis with this point | 


in mind. Up to this time the examinations for) 


admission to this institution, which aimed as far | 
as possible at getting incipient eases, had been | 


made entirely by lung specialists, mostly by Dr. come actually diseased. 


3owditch and myself, and by our assistants in 
the Sanatorium. With the valuable aid of my 
assistant, Dr. Lapham, who was then a resident 
in the Sanatorium, data were collected from 
6769 cases, which showed that only about one in 
500 could be called truly a basic case, that is, one 
which had not begun at the apex. We counted a 
few cases as apical which had apparently begun 
at the apex of the lower lobe. These results were 
to me somewhat surprising in going beyond the 
infrequency which | had previously suspected. 
They were published in one of our medical jour- 
nals (New England Medical Gazette for August, 
1905) and the facts therein contained were made 
the basis of an editorial in the New York Med- 
ical Record (August 26, 1905). This great 
rarity of basie tuberculosis without apical in- 
volvement, or with only secondary apical in- 
volvement, has been of service to me in the study 
of some of the problems presented by Dr. Hawes 
today. 


Water C. Bartey, M.D., Boston: Dr. Morse 
speaks with authority on any subject on which he 
eleets to speak. The general tuberculosis ques- 
tion is difficult enough, but when we come to 
tuberculosis in children, with all the corollaries 
of that subject, we find the difficulties increas- 
ing. 

There are just two points which I would speak 
of in connection with Dr. Morse’s paper. He 
says: ‘‘In round numbers, 10% of all infants 
have become infected with tuberculosis by the 
end of the first year of life, and at 16 years not 
more than 10% have escaped infection. A very 
small proportion of these children, however, 
have tubereulous disease. Those that are well 
and show no symptoms of tuberculous disease 
are little, if any, worse off than those that have 
not been infected. In fact, it is probable that in 
many, if not most instances, they are better off 
in that they have established a certain immunity 
to tubereulosis.’’ 

That possibly may be true. At least that 
statement has been made by a great many peo- 
ple, but I believe it has been worked to death. 
I think it is time to turn over the page and look 
at the other side. Nobody knows what may hap- 
pen to the tubercle bacillus when it is inspired 
by the child. We say that it gets into the gland 
and the gland protects the body from infection ; 
but, nevertheless, the bacillus may be only sleep- 
ing when we believe it to be dead, and in reality 
is a constant menace. 

The tubercle bacillus is a parasite of the hu- 

man organism, and the interplay of forces is a 
very complex one, as shown by the formation of 
the tubercle which the body builds to hem in the 
bacillus. The fact that the body has accepted 
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the bacillus as a , parasite is enough to dent us 
out of our equanimity and security, and to make 
us fear what we say is only an infection. I plead 
for the early diagnosis of infection, because we 
cannot tell how many of those infected will be- 
All of us remember 
when those who specialized in tuberculosis were 
blamed for making a diagnosis of tuberculosis 
without the presence of the tubercle bacillus. 
Nowadays we criticize those who wait for dem- 
onstration of tubercle bacilli before making a 
diagnosis and instituting treatment. The same 
applies to children, If we wait for every sign in 
order to be sure, it will be too late. In that re- 
spect Dr. Morse says: ‘‘The demonstration of 
glandular enlargement, whatever its situation, 
even if other causes than tuberculosis for the 
enlargement can be excluded, does not, however, 
prove that the condition is one of tuberculous 
disease. It merely shows that there has been a 
tuberculous infection at some time. The condi- 
tion is not one of disease unless other tissues are 
involved or the glandular enlargement is asso- 
ciated with symptoms of disease, such as fever, 
malaise, debility, loss of weight, and so on.’’ 

I personally, if it were my child, would rather 
have a diagnosis made, even though it was a 
wrong one, of suspected tuberculosis, so that 
proper treatment could be begun, than wait until 
that child has fever, malaise, debility and loss of 
weight. If physicians and parents can be trained 
to appreciate how widespread is childhood infee- 
tion we shall have better care of children in the 
home and nothing but open-air schools. It is 
simply using common sense to give the children 
the best chance they can have to get rid of the 
infection and prevent the lighting up of the dis- 
ease when they grow to young adult life. 

You will see that my remarks point to the re- 
lation of childhood infection to adult pulmonary 
tuberculosis. That, of course, was not Dr. 
Morse’s point of view, so I am not criticizing 
him adversely in his attitude. 

Let us do something to increase this tentative 
diagnosis of infection, and by reporting it get 
figures and see what the true situation is. I be- 
lieve this attitude to be most humane and intelli- 
gent. 


Fritz B. Tausot, M.D., Boston: What Dr. 
Morse said in his paper is about what I feel 
about tuberculosis in childhood. I think that in 
discussing tuberculosis in childhood we forget 
that physiologically the child is not the same as 
the adult. When a person is once an adult he is 
always so, while the baby or infant is quite dif- 
ferent. Infancy is the period of greatest growth 
and development, and may be characterized as a 
period of change: as the child nears adult life 
growth becomes less and physiological changes 
diminish. 

Tuberculosis in the infant is primarily a dis- 

ease of the glands, as Dr. Morse says. Tubercu- 
losis in the adult is not a disease primarily of the 
glands, but of the organs. The disease has one 


| 

| 
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characteristic in the infant and another in the 
adult, and during childhood, the stage of transi- 
tion, we have combinations of both types, de- 
pending on the age of the individual. For this 
reason a knowledge of the physiology and nor- 
mal attributes of the infant is necessary to un- 
derstand tuberculosis at all ages. My own per- 


sonal opinion is that any positive skin tuberculin | 
reaction in an infant under a year is not tuber- | 


culous infection, but tuberculous disease, and 
that nearly all of them die. 


H. D. Cuavwick, M.D., Superintendent West- | 
field State Sanatorium: It is very unfortunate | 


that we apply the term tuberculosis to a person 


in the last stages of disease and also to the child | 


showing only bronchial gland infection. My 
assistant, Dr. Morgan, last fall went over the his- 


tories of about 150 children between the ages of | 


3 and 14 vears. We recorded the symptoms of 
these patients as they were given to us, chiefly 


through correspondence. We sent the parents a_ 


blank on which certain questions were asked in 


regard to the onset of the disease and the symp- | 


toms which the child had had. In tabulating 
those symptoms interesting things have been 
brought out. In making a diagnosis of tubereu- 
lous disease it is necessary to consider three 
things,—symptoms, evidence of infection and 
physical signs. Of the symptoms tabulated in 
these 150 cases we found that the most frequent 
one was cough. That question was answered in 
132 cases, and was positive in 99. The next in 


frequency was weakness: 70 of the group were | 


said to have weakness; 62 had loss of appetite. 


T notice that Dr. Morse said night sweats were | 


unusual in tuberculous disease in childhood. 
These answers do not bear out that statement. 


Out of 129 that replied to this question, 49 were | 


reported to have had night sweats; 45 had short- 
ness of breath and 44 had fever. 

As Dr. Morse has said, cough does not mean 
tuberculosis, because it is caused by so many ab- 
normal pharyngeal conditions, enlarged tonsils 
and adenoids, for example, that it is not a dis- 
tinctive symptom. The next most prominent 
sign is weakness. To my mind that is the most 
important symptom in making a diagnosis of 
active tuberculosis, because it is usually present 
in a very early stage, both in adults and in chil- 
dren. Loss of appetite is evidence of toxemia, 
and. of course, tends to further the feeling of 
weakness. I recently made a statement which 
my friend, Dr. Hawes, took exception to,—that 
any child who had evidence of bronchial gland 
infection as made out by physical examination. 
and was unduly fatigued, showed marked weak- 
ness (‘‘morning tire,’’ as I expressed it) was 
probably infected with tuberculosis. There are 
very few children who are tired in the morning 
unless they have some toxemia. It is especially 
prominent in tuberculous infection. Children 
with an active tuberculous foeus will have the 
desire to play, but not the requisite energy. The 
attempt to keep up with normal children makes 
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| 
them tired and they show this strain by being 


nervous and irritable. Most of these children 
show interscapular dulness. Therefore, I think 
that a child who is unduly fatigued, has inter- 
scapular dulness, a positive von Pirquet test, 
and no other obvious cause, should be considered 
as having tuberculous disease and treated as 
such. 

In regard to the mode of onset: These parents 
answered that in 38 cough was the first symp- 
tom; 22 of them answered that they were ‘‘run 
down,’’ which is another term for weakness and 
loss of appetite; in 18 the diagnosis was made on 
physical examination of children in families 
where there had been an active case of pulmon. 
_ary tuberculosis. In making routine examina- 
tions in the schools and in the families of pa- 
tients where there have been fatal cases of tuber- 
culosis, it is especially necessary to consider the 
distinction between infection and disease. Many 
of the children in whom a positive diagnosis was 
made had physical signs, but the characteristic 
symptoms were absent. They need not have 
heen sent to a sanatorium if they had had a 
_proper home in which to live. Of course that 
-must be taken into consideration in prescribing 
suitable treatment. Are children to be sent away 
from home because they are only infected with 
tuberculosis? Not necessarily, because proper 
home eare for those children is just as good as 
sanatorium treatment. But many of the chil- 
dren who go to dispensaries come from such poor 
_homes that they cannot overcome their infection 
_and would soon become active cases of disease if 
they were not sent away. 

In considering the evidence of infection, the 
'family history is most important. In 131 cases 
there were 86 with a positive family history. Tt 
is interesting to analyze that family history. We 
find that the diseased mother is the most dan- 
gerous member of the family as far as infection 
is concerned ; a diseased father comes next: then 
in this series a diseased sister to other sisters. 
and a diseased brother to other brothers. 

Of course we all realize the value of the von 
Pirquet test in children as indicating infection. 
The subcutaneous test I rarely use and only on 
adults. I think it is a hazardous thing to give a 
test dose of 5 or 10 mg. of tubereulin. TI always 
begin with 14 mg. and then increase. if no re- 
action, to 1, 3, 5, and 10 mg. 

In this series of 145 children, the sputum was 
positive in 12%. That is a larger percentage 
than shown by those now in the Sanatorium. 
The patients who were admitted in the early 
period of our taking children at Westfield were 
more advanced. At the present time in a ward 
of 80 children under 12 vears of age, only five 
have positive sputum. 

Considering physical signs, we found in a 
series of 152 children that the weight of 104 was 
helow normal. and were surprised to find that 
48, or about one-third, were either normal, or 
above normal. We have a general impression 
that a child infected with tuberculosis is a puny, 
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pale, undersized child, but in 31% of these 
cases the reverse is true. 

When we first began to examine these tuber- 
culous children I felt that auscultation was quite 
important. The more examinations I do the 
more I depend on pereussion. It is rather an 
unusual thing to find rales in children. One 
reason for that is that you cannot induce them 
to cough at the right time to bring them out. 
Percussion, on the other hand, is very important. 
Impaired resonance has the same relative value 
as an x-ray shadow or the d’Espine sign in indi. 
cating thickening of the lung or enlarged bron- 
chial glands. 

Several of the children sent to the sanatorium 
after the diagnosis has been made by x-ray ex- 
amination, showed definite dulness between the 
scapulae. I cannot see where any additional evi- 
dence was obtained by the x-ray examination. 
Theoretically, impaired resonance should be 
brought out before a diseased area is dense 
enough to cause a shadow. 

Pereussion of children should be done with the 
patient standing, as changes in resonance can be 
elicited more clearly in that position. For this 
reason it is especially important whenever there 
is occasion to compare records of examinations 
made at intervals or by different physicians, that 
the patient be placed always in the same relative 
position, as otherwise the findings will vary 
greaily. 

The D’Espine sign, I think, is of the same 
value, no more or less, than impaired resonance, 
and not so frequently found. The level at 
which the normal D’Espine sign is found varies 
more with the development than with the age of 
the child. <A tall child will show a _ lower 
D’Espine sign than a short, chunky built child 
of the same age, and this fact must be taken into 
consideration, 

One word about classification. As affecting 
prognosis, I think it is of minor importance in a 
given patient as to whether a case is ealled in- 
cipient, moderately advanced or advanced, as 
compared with the significance of the symptoms. 
The symptoms are the only measure we have of 
the resistance of the patient to the infecting or- 
ganism. Upon that resistance depends the 
amount of arrest that can be obtained and the 
degree of future usefulness of the patient. 


Francis P. McCarrnuy, M.D., Boston: I had 
an opportunity while at Mattapan for two years 
of seeing cases clinically and also the post- 
mortem examinations. I might say here that 
life in a tuberculosis institution for advanced 
cases is not very exciting. You come across 
quite a few hundred eases of advanced tuber- 
culosis in suecession, and from a ¢linical stand- 
point, to examine every day a large series of ad- 
vanced eases of tuberculosis is not particularly 
interesting. When we met an occasional non- 
tuberculous ease at the hospital it was more or 
less of a treat to work over this case. It was my 
good fortune while at Mattapan to come across 
quite a series of non-tuberculous cases, which 
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made the service broader, not only to the resident 
physician, but also to the house officers. 1 might 
say that it is very difficult to make it interesting 
for the recent graduate from the medical school 
to come into a hospital for advanced tuberculosis 
and have him stay there for a period of six 
months. You must show him something besides 
tuberculosis. Fortunately, at Mattapan we were 
able to get an occasional case of non-tuberculous 
disease. 

These non-tuberculous cases sent in as ad- 
vanced tuberculosis were invariably picked up at 
the patient’s home, referred by a private physi- 
cian, They did not come through the out-patient 
department of the Consumptives’ Hospital. 
Many of these cases were post-pneumonie cases, 
With signs in the chest, rales, dulness, ete. ; others 
were cardiac cases with passive congestion. The 
physician seeing the case for the first time could 
not rule out tuberculosis, and makes a mistake 
in not following it up a little longer, as it only 
takes but a very few days to clear up those eases. 
The cancer cases are a little more difficult to 
diagnose except after more prolonged observa- 
tion. When we meet a case of suspected carci- 
noma we hold it for closer study, and if possible 
get an autopsy to settle definitely the diagnosis. 

The series of 23 non-tuberculous autopsies out 
of a total of 130 is rather high from a non-tuber- 
culous standpoint, but this is explained possibly 
by the fact that we tried harder to get autopsies 
in those cases. We had one ease of actinomyco- 
sis of the lung which was not diagnosed clini- 
cally, although we did rule out tuberculosis. 

Syphilis of the lung is, to my mind, one of the 
rarest conditions known, Looking up the litera- 
ture, it is very difficult to find any definite pa- 
thology on syphilis of the lung. In an institu- 
tion like Long Island, where they have been 
handling tuberculosis and syphilis for years, 
they do not find cases of syphilis of the lung at 
autopsy. In a series of something like 3000 
autopsies in Panama, held in the last ten years, 
there has not been one single case. 

One speaker said it often takes two to four 
months to clear up a diagnosis as to the question 
of tuberculosis in a questionable case, in an in- 
stitution. I heartily agree with him. 


Vincent Y. Bowprrcu, M.D., Boston: 1 want 
to make one or two remarks about the ‘‘basic 
processes’? which Dr. Hawes has spoken of. 
They remind me of the cases which came to my 
attention as a student and in the early years of 
practice, just before the discovery of the tu- 
bercle bacillus. The name applied to such cases 
was often ‘‘anomalous tuberculosis,’’ a term 
which I confess I never fully understood, al- 
though it implied something that differed from 
the usual forms of pulmonary tuberculosis, and 
was apt to be favorable in result. It was usually 
cited as something distinct from the apical 
forms. Whether these forms were of some other 
infection, like grippe, of course it would be im- 
possible to say. 
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I note with great satisfaction, this afternoon, 
the conservative tone taken by the speakers, 
which is similar to that of the experts on x-ray | 
in pulmonary disease. In all my recent conver- 
sations with those who stand pre-eminent in that 
department, I have noted that they often speak 
of ‘‘shadows which could not be said to be posi- 
tively indicative of tuberculosis.’’ I am led to 
speak of this from my own experience in cases 
where hasty conclusions have been drawn by 
those who are tyros in x-ray examinations. To 
cite a concrete example: A young lady came to 
me in great agitation because she had been told | 
several weeks before by a physician that she had | 
‘*shadows at the tops of her lungs,’’ and that she | 
probably had tuberculosis. She had not a single 
symptom of that disease other than a pain seared 

| 


the scapula which had troubled her for some 
time. On physical examination there was abso- | 
lutely nothing to be found to confirm the diag-| 
nosis of tuberculosis. From the history I be- | 
lieved it to be one of those cases of pressure upon | 
some intercostal nerve, and I sent her to Dr. 
Goldthwait, who in two weeks relieved her of | 
the pain by means of a slight support on the | 
chest. She was relieved immensely, both men- 
tally and physically, and has never complained | 
of anything since and has been perfectly well. I'| 
could give other instances of hasty diagnosis | 
without sufficient clinical examination, but the | 
one cited will serve to illustrate my point. 

As to mistakes in diagnosis, we must all admit | 
that we are neither omniscient nor infallible. I) 
recall one case in the Sharon Sanatorium, where | 
all the symptoms of the woman were those of a' 
beginning apical tuberculosis: malaise, cough 
without much expectoration, with occasional 
slight hemoptysis, and even fever. We thought 
it was a case of incipient tuberculosis. After a 
time, her symptoms had a peculiar aspect. She 
suddenly began to show signs of marked dulness 
all over the right side of the chest. Great dysp- 
nea came on, relieved only slightly by aspiration 
of bleody fluid, which made us change our diag- 
nosis. She finally died suddenly of some cere- 
bral trouble. Upon examination, we found ma- 
lignant disease of the lung and pleura. All of 
her symptoms previously had been indicative of 
tubercular disease. 

I agree with Dr, Hawes in regard to the great 
importance of close observation of patients in 
whom symptoms are of doubtful origin. Pos- 
sibly I should differ somewhat from him as to 
the importance of sending them immediately to 
a sanatorium. I feel very strongly that if a 
person is in the class of life where he cannot 
look after himself as well at home, it is a 
great deal better to give him the benefit of the 
doubt and send him immediately to some sana- 
torium for observation. In my opinion, much 
less harm is likely to come from such procedure 
than from the possibility of losing valuable time 
should positive proof of the disease be found 


later. 
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Original Articles. 


SHRAPNEL BULLET IN BLADDER: RE- 
PORT OF A CASE, 


By D. PEARCE PENUALLOW, M.D., Boston. 


|'rom the American Women’s War Hospital, Paign- 
ton, South Devon, England. ] 


THE more one sees of war-time surgery the 
more strongly is the fact impressed upon one 
‘hat oftentimes bullets will do the most un- 
expected things as regards their course, and at 
ihe same time will do comparatively little 
damage, 

The following case illustrates these points 
very well and is reported in the hope that it may 
he of interest. 


W. R., aged 20, sapper, was wounded at Ypres on 
May 26, 1915, by a shrapnel bullet from a shell 
which burst about fifty yards from where he was 
standing. Following his being wounded he walked 
a distance of six hundred yards to the dressing sta- 
tion, where the wound was dressed, and then two 
hundred yards farther to, the ambulance. In the 
ambulance he was taken to a general hospital and 
kept for four days; then sent to England, where he 
was admitted to my ward at the American Wo- 
men’s War Hospital on June 1, 1915, with the 
following history and examination :— 

Well developed and nourished youth; able to 
walk without discomfort. Temperature and pulse 
normal. In median line of back at lower end of 
sacrum is a small penetrating wound 1% in. in di- 


Fic. 1. 
Shows wound of entrance one-fourth inch in diameter sur- 
rounded by area of slightly inflamed tissue. Wound discharging 
very slight amount of sero-purulent material at time of entrance. 


ameter (Fig. 1). About this wound is a small area 
which is somewhat reddened. No pain or tender- 
ness on palpation or when he walks. No discharge 
from wound save very slight amount of sero-puru- 
lent exudate. No sinus made out. Patient feels 
perfectly well, but states that he has difficulty in 
urinating, especially when he stands erect. At such 
times the stream will start normally and will then 
be checked suddenly and this is associated with con- 
siderable pain. When he lies on his side he has no 


difficulty in urinating. He also states that when he 
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2. 


3. 
abdomen, showing shrapnel bullet in slightly different location than in Fig. 2. 


— 
| — 
Antero-posterior view, patient lying on his back, showing shrapne! bullet just above and to the left of the symphysis pubis. ‘ 
| 
| 
Antero-posterior view with patient lying on his ee 
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is lying down and turns over he can feel some- 
thing moving about in his bladder. 

For the first two days after being wounded, urine 
was slightly red in color and the first bowel move- 
ment was slightly streaked with blood, but there is 
now no macroscopic blood in urine or stools. 

Rectal Examination reveals a firm sinus tract ad- 
herent to rectum, passing around to the left and 
then straight towards the bladder. No opening in 
rectum; no tenderness and no masses felt. 

Urine Fxamination shows normal urine save for 
a slight amount of blood and pus. 

Cystoscopic Examination shows a rounded mass 
lying just to one side of urethra. Mass moves when 
patient turns. Wound in bladder wall not made 
out. 

Stone searcher passed into bladder shows the 
presence of a metallic foreign body. 

X-ray Examination taken in different planes 


— a foreign body in bladder region. (Figs. 2 
and 3.) 
June 29, 1915, ether and operation. Suprapubic 


cystotomy. Bladder opened through a small in- 
cision and bullet located and removed by bullet 
forceps. Wound in bladder closed tightly. Small 
drain to prevesical space. Constant drainage. 

The foreign body removed was a lead ball ¥% in. 
in diameter, and at time of removal was becoming 
encrusted in several places with salts. 

Following the operation patient had an uneventful 
convalescence and the wound was entirely healed 
in two weeks. Since that time patient has felt 
well; he can pass urine without any further trouble 
and will soon be able to return again to duty. 


Medical Progress. 


REPORT ON OBSTETRICS. 


By Ropert L. DE NoRMANDIE, M.D., Boston, 
AND 
JOHN B. Swirt, Jr., M.D., Boston. 


CONTENTS. 


CAESAREAN SECTION IN BREECH PRESENTATIONS.—RUP- 
TURE OF A CAESAREAN SCAR.—BREAST FEEDING.— 
ANALYSIS OF 679 CASES OF ABORTION.—SERUM STUD- 
IES IN PREGNANCY.—EFFECT OF PUBIOTOMY UPON THE 
COURSE OF SUBSEQUENT LABORS.—NITROUS OXID ANAL- 
GESIA IN OBSTETRICS. 

CAESAREAN SECTION IN BREECH PRESENTATION. 
THREE papers have recently appeared where 

the authors favored Caesarean section in primi- 

parous breech presentation. 

Shearer’ reviews the possible causes of 
breech presentations and suggests that one 
cause has not previously been noted. He thinks 
that when long cords are present and become 
wound about the neck, making a relatively short 
eord, the normal influence of gravity which 
causes a head presentation is overcome with the 
resulting breech presentation. He suggests a 
Caesarean section in deformities of the pelvis 
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and when large babies occur, but he does not 
come out strongly for Caesarean section in all 
primiparous breech eases. 

Williams,” on the other hand, believes that 
beeause of a probable fetal mortality of from 
ten to thirty per cent., combined with severe in- 
juries to the maternal soft parts an elective 
Caesarean section in primiparous breech cases 
should be performed. 

Bowen* reports a Caesarean section in a pri- 
miparous breech. The patient was forty years 
old and he allowed her to go in labor for twenty 
hours with no appreciable progress and then 
performed a Caesarean section. He obtained a 
living baby and the mother made an excellent 
convalescence. 

Williams reports two cases where he did a 
Caesarean for a primiparous breech. They 
were both elective Caesareans, one made a nor- 
mal convalescence and the other had a low 
grade uterine sepsis but eventually made a good 
recovery. 

Williams says that when a breech occurs in a 
primipara the cause is either a disproportion 
between the fetal head and the pelvic brim or a 
disproportion between the fetus and the shape 
or size of the uterus. That these causes, one or 
both, may be present in a breech presentation 
cannot be denied, neither can it be proved that 
these two causes are the only reasons for a 
breech presentation. Shearer’s suggestion of 
the coiling of the cord about the neck may 
prove to be a cause. That these causes that 
Williams suggests are not always present must 
be admitted, for all physicians have seen cases 
where there was no disproportion and the pa- 
tient has successfully been delivered of a living 
child. 

These three papers show the trend of modern 
obstetrics, the widening of the indications for 
performing Caesarean section, but in connection 
with the following abstract it is clear that Cae- 
sarean section is not to be advised lightly and as 
a very simple procedure. 

RUPTURE OF PREGNANT UTERUS THROUGH THE 
SCAR OF A FORMER CAESAREAN SECTION. 


Walls* reports two cases where rupture of 
the pregnant uterus took place through the scar 
of a former Caesarean. The first case was seven 
months advanced in her fourth pregnancy, 
having had three previously successful Cae- 
sarean sections. Laparotomy was done, but the 
patient did not rally. 

The second case was in a patient within ten 
days of term of her second pregnancy. Signs 
of accidental bleeding occurred. Walls opened 
the abdomen and found the previous Caesarean 
scar was wide and very thin, with blood oozing 
from the lower end. A dead baby was removed 
through the incision and a supravaginal hyster- 
ectomy done. The patient made a good recoy- 

Shaw‘ reports the third rupture. The patient 
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was within a week of full term in her second | 
pregnancy when she was seized with a sudden 
sharp, very severe abdominal pain while in bed 
and asleep. Within a few hours the abdomen 
was opened and it was found that the whole of 
the previous scar had opened up. The dead 
child was delivered and the uterus removed by 
supravaginal hysterectomy. 


BREAST FEEDING. 


Waller,’ in an excellent article on breast. feed- 
ing brings out many interesting points in the 
physiology of the breast. He feels that it is the 
lack of aceurate knowledge on the subject of 
lactation that has given bottle feeding its chief 
impetus. 

Waller divides his article into three parts: 
(1) the periodicity in the secretion of the milk, 
(2) the size of the meals, and (3) the infant’s 
appetite. 

Waller feels that the periodicity of the secre- 
tion of the milk is most important and that the 
inability to nurse is due in a large measure to a 
failure to observe this characteristic. In primi- 
parae Waller says it is not always easy to dem- 
onstrate this periodicity until nursing has gone 
on three or four weeks, but in multiparae it 
appears much earlier. This periodicity is es- 
tablished by the regular stimulation of suckling 
with a sufficient interval between the infant’s 
meals. The mother becomes aware of a sensa- 
tion in the breasts which is variously described 
as a rushing, tearing or painful stabbing, known 
as the ‘‘draught,’’ and it is experienced as soon 
as the child’s mouth is applied to the nipple. 
Waller feels that the maintenance of this so- 
ealled ‘‘draught’’ is, perhaps, the surest sign 
that breast feeding has been normally carried 
out, and that when the converse is present, 
suspicion should be roused that the nursing 
regime is not satisfactory. 

Too frequent suckling is the commonest 
cause of failure of nursing. Waller says that 
the only basis for the prevalence of so unexcep- 
tionally bad teaching is the anatomical view that 
the stomach of a newborn child is so small that 
it needs frequent refilling. Because of this too 
frequent nursing the infant becomes restless and 
dissatisfied, cries at the breast and even refuses 
to suckle, with the weight remaining stationary. 
The result is that supplementary feedings are 
begun, and comparative peace following, the 
parents are at once convinced that the milk 
supply was insufficient. 

Waller shows charts in his article to bear out 
this contention that on fewer nursings infants 
gain better. He shows from tables that the total 
amount of milk obtained increases as the num- 
ber of meals diminishes. With the increasing of 
the interval Waller admits that the meals ob- 
tained heeome far larger than is compatible 
with the view usually held about the gastric 
capacity. But he also shows that babies nursed 
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as above outlined have no objection to waiting 
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many hours for their food, show no signs of 
digestive disturbances, gain weight rapidly and 
develop strongly. From these facts Waller be- 
lieves six meals are better than ten and that 
when the infant is six or eight weeks old five or 
four will be sufficient. 


ANALYSIS OF 679 CASES OF ABORTION. 


Lackner® analyzes 679 cases of abortion which 
occurred during the period from January, 1909, 
to January, 1913, at the Michael Reese Hospital 
in Chicago. These cases included all types of 
abortion. The causes of these abortions were 
difficult in many cases to determine. In 100 
consecutive cases the Wassermann test was done, 
and only in four cases was the reaction positive. 
Lackner’s findings in this respect corresponded 
closely to Trinchese’s, who says that syphilis 
plays practically no réle in abortions during 
the first four months of pregnancy. 

There were four deaths in the series of 679 
cases, or a percentage of 0.06. Of these four 
cases one was treated conservatively and three 
actively, but all were brought to the hospital 
moribund. 

The treatment as carried out in these cases 
was as follows: In threatening abortion with 
less than one finger dilatation and only slight 
bleeding, absolute rest in bed. No vaginal ex- 
amination except the first one and no brisk 
catharsis. Fifteen to twenty grains of sodium 
bromide were given four to six times a day. A 
hypodermic of morhpine sulphate grains 1/4 
and atropine sulphate grains 1/150 was given 
(whether this was repeated is not stated in the 
article). These patients were kept in bed two 
weeks and then sent home, but as many of these 
patients came from the very poor laboring 
class they returned in a few weeks with a 
diagnosis of incomplete or inevitable abortion. 
(It has been our custom in such cases to empty 
the uterus, for it has been conclusively shown 
that with women of this class it is impossible for 
them to have the rest which is necessary in 
order that they may go to a successful issue. 
This series of cases again demonstrates the ad- 
visability of our course. ) 

The preparation of the patient was as fol- 
lows: the external genitals were shaved and 
scrubbed. The vagina was cleansed with green 
soap and water and irrigated with 1: 5000 bi- 
chloride of mercury solution. A tent was then 
inserted and a cotton pledget was placed pos- 
teriorly, laterally and anteriorly to the cervix 
to keep the tent in position. Tents were kept 
in the uterine cavity twenty-four to thirty-six 
hours and no complications followed their use. 
After the cervix had been dilated sufficiently a 
finger curettage was done. The forefinger of 
one hand was placed in the uterus and the other 
hand grasped the uterus through the abdominal 
wall and guided it over the finger within the 
uterus. The side of the finger rather than the 
tip was used to free the placental tissue, which 
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was removed by the placental forceps. The 
dull curette was used only when the placental 
tissue could not be freed digitally. The cavity 
of the uterus when empty was irrigated with 
144% iodine solution, The patient was kept ele- 
vated in bed for three days and given fifteen 
drops of ergot and hydrastis three times a day 
for two days. Bowels moved by daily enema. 
If there were no complications the patient was 
allowed to get out of bed on the fourth day. 
Smears and cultures, both anaerobie and aero- 
bie, were taken in fifty consecutive cases, but 
they showed no constant findings and are not of 
great value. The article ends with twenty-eight 
references to the subject under discussion. 


SERUM STUDIES IN PREGNANCY. 


The authors,’ considering that the mobiliza- 
tion of proteolytic ferments has been proved to 
occur during pregnancy, undertook an investi- 
gation to determine first, if extracts of placenta 
injected intracutaneously or applied to the 
abraded skin of pregnant women would be 
followed by the train of phenomena generally 
recognized as a local anaphylactic or allergic re- 
action and ascribed to the action of a proteo- 
toxin; and second, if such a reaction occurs, 
whether it is due to a specific or general ferment 
and under what circumstances it would occur. 

They review the question of the relation of 
anaphylaxis to labor as studied experimentally 
first by Sauerbruch and Heyde, and later by a 
further series of investigators. A thorough de- 
scription of the preparation of their extracts is 
given, the placental extract being given the 
name placentin, and a control extract made from 
beef kidney and from human male and female 
kidneys called nephrin. They found it neces- 
sary to change the method of preparing the ex- 
tracts a number of times, due to the fact that 
they were getting local reactions from the solu- 
tions which they used to carry the extracts. 
Their experiments are carefully detailed, and at 
the end of the article they discuss their findings 
as follows :— 

‘*Without at this time entering upon a gen- 
eral discussion of the mechanism of anaphylaxis 
and the nature of the substrat in anaphylatoxin 
production or the action of the ferments in the 
serum of pregnancy in this process, the results 
of this study indicate that during pregnancy 
there is an increase of a general proteolytic fer- 
ment rather than a production of a ferment 
specific for placental protein alone. Whether 
this increased tryptic power of the serum in 
pregnancy is due to a simple increase of normal 
tryptic ferment or to the production of new 
proteolytic and amboceptor-like bodies of a 
general nature capable of attacking not only 
the proteids of placental, but of other bodies as 
well, is being studied and will be reported upon 
in a subsequent communication. At present it 
may be stated that these ferments have several 
of the characters of amboceptors, and their lack 


of specificity is comparable to the lack of speci- 
ficity of the cytotoxins in general. 

‘*While we have naturally hesitated to report 
upon these local skin reactions in pregnant and 
puerperal women until a relatively large num- 
ber was studied, in view of the contradictory 
results obtained by others, we feel justified in 
concluding that the reactions were anaphylactic 
in nature and due to an anaphylotoxin produced 
by the action of general ferments upon a protein 
substrat. 

‘*We have not been primarily interested in the 
question of the practical diagnostic value of a 
skin test for pregnancy, and have merely re- 
corded the results as observed. We do not be- 
lieve at present that this reaction possesses a 
practical value in diagnosis, certainly not 
among women who have borne children.’’ 


SERUM STUDIES IN PREGNANCY. II. A STUDY OF 
THE SPECIFICITY OF THE FERMENTS IN PREG- 
NANCY AND THE MECHANISM OF THE ABDER- 
HALDEN REACTION. 


The objects of this investigation as under- 
taken by the authors,* were as follows :— 


First, to determine by means of intracuta- 
neous and intravenous injections of the mate- 
rial if proteotoxins are produced during the 
Abderhalden reaction. Second, to study the 
specificity of the ferments in pregnancy by the 
same method. Third, to study the mechanism 
of the reaction, and particularly the source of 
the protein matrix. Fourth, to study the rela- 
tion of a complement to the proteolytic ferments 
of pregnancy. 

As in the first article, the authors give a very 
eareful and comprehensive description of their 
technic, both in the preparation of the various 
sera and their methods of using. Both animal 
and human experiments were made. The au- 
thors’ discussion of their experiments is as 
follows :— 

‘‘ According to their experiments pregnancy 
serum contains proteolytic ferments which, 
when rendered active (in vitro) produced toxic 
substances capable of increasing the local and 
general reaction analogous to those observed by 


Vaughan, Friedberger and others and regarded 
‘as anaphylactic in nature. These observations 
‘support the views expressed in our previous 
communications concerning the probably ana- 
phylaectiec nature of the reaction following the 
‘intracutaneous reaction of placentin and _ ne- 
/phrin, although these occurred to some extent 
‘in non-pregnant women and in men and in this 
|matter lacked absolute specificity. It is highly 
|probable that the process of proteotoxin forma- 
|tion in the skin (in vivo) is identical with that 
occurring in the test tubes (in vitro.) 

| ‘Our experiments also suggest that in preg- 
|nancy serum there are two sets of proteolytic 
_ferments, one composed of normal non-specific 
ferments and the second of a more or less spe- 
cific ferment. While the latter may not be 
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specific in the sense of absolute digestive power 
for placental proteid alone, yet it appears to be 
rendered active in the presence of placental tis- 
sue to a much lesser extent, or not ag all, by 
other human tissues and those of lower animals, 
and practically not at all by inorganic sub- 
stances. 

‘‘Our experiments, however, show that in- 
organic substances, as kaolin, are capable of 


ery. The operation has been immediately fol- 
lowed by the delivery of the child. The opera- 
tion has been restricted to patients presenting 
moderate degrees of contraction, the smallest 
pelvis having a conjugata vera of 7 em. One- 
half of the cases had vaginal tears which 10m- 
municated with the pubiotomy wound. No com- 
plications occurred, and Williams does not re- 
gard them as any more serious than ordinary 


perineal tears, if repaired at once. The bladder 


releasing the normal tryptic activity of a serum, eal 
was injured twice and was immediately re- 


probably through the absorption of anti-fer-) Wa’ 
ment, followed by the digestion of serum pro-| Paired, one “oe cea. ee other 
tein. Our work indicates that this action is non- Tequiring subsequent repair. ihe atter-care 1s 
specific and the result of the release of normal Very simple, according to Williams. He expects 
proteolytic ferments, whereas the activity of the and hopes for fibrous union between the cut 
specifie ferments in pregnancy serum is best in| ends of the bone. Consequently no attempt at 
halden anaphlaetic renction (in Delvis at the level of the trochanters andthe 
vitro) in so far as its mechanism is concerned, for Patient is placed on a Bradford frame. Injury 
the reason that normal human sera contain va-| to the sacro-iliae joint can always be prevented 
riable amounts of proteolytic ferments. It is !f the conjugata vera does not fall below 7 cm. 
reasonable to expect that the intracutaneous in- and if the cut ends of the bone are not allowed 
jection of protein material into the skin may in to gape more than 5 em. during delivery, The 
a small percentage of persons be followed by a Patients usually begin to walk early in the 
local reaction due to non-specific proteotoxin third week and are discharged one week later. 
production. All of his patients within a few months were 
‘‘In view, however, of the high specificity of | and working as one 
anaphylactic reaction one cannot explain the ®x¢eption,—a woman who had suffered from 
pe of anaphylaxis and pl of relaxation of the saero-iliae joint before the op- 
anaphylatoxin upon simple absorption of a. All of the bone wounds, with one 
ferments alone, without the assumption at least exception, = 
that the specific anti-bodies or ferments are pro- @ Cennite excursion of the two ends of the pubic 
duced after the parenteral introduction of pro. | bone can be felt with every step. This has in 
teins and that these are released through ab-|"0 Way interfered with locomotion and has 
sorption of the anti-ferments by means of the caused no pain. Twenty of the forty women 
specific protein antigen alone. have subsequently been delivered and have had 
‘‘With the Abderhalden reaction as now con- twenty-seven full term and three premature de- 
ducted it seems impossible to avoid a eertain liveries. Williams pubiot- 
percentage of non-specific reactions due to the OMy Me increase in the size of the pelvis occurs 
presence of non-specific proteolytic ferments, A ™ore often in the transverse diameter of the 
means of removing these preliminary to the the vera, cases 
main test for specifie ferments will probably S®0wed an enlargement of the conjugata vera, 
render the reaction more specific within wider but —— only did pr Soc go to so much as = 
quantitative limits. em. Eleven cases showed an increase in the 
‘‘While numerous investigations indicate that of the 
the protein matrix is the serum protein itself, one to three cm. Four cases showed a radica 
we cannot at present subscribe to this view and — as a 
exclude the tissue substrat entirely as a second -\ Simple Nat pelvis , a generally contracted pel- 
matrix; rather, we are still inclined to | and a 
that, in addition to digestion of serum protein, @"4 a generally contracted Tunnel pelvis was 
the tissue substratum is likewise attacked and Converted into a simple justo-minor one. Two 
adds to the production of proteotoxie sub- other cases that have not been delivered again 
hia * also show a marked change in their type of pel- 
_vis. Williams regards these observations as of 


THE EFFECT OF PUBIOTOMY UPON THE COURSE OF 
SUBSEQUENT LABORS. 


Williams’ reports a series of forty-three pu- 
biotomies upon forty women without a mater- 
nal death. With one exception he used the 
semi-subeutaneous method of Doederlein, and 
the operation has not been resorted to until a 
prolonged test of the second stage has demon- 
strated the impossibility of spontaneous deliv 


the greatest importance. 

Out of this series twelve women had one, six 
women had two, and two women three labors 
after the initial pubiotomy. Considered in an- 
other way, ten women had twelve spontaneous 
labors, while the other ten had eighteen labors 
which ended as follows: eleven Caesarean sec- 
tions, three repeated pubiotomies, one sponta- 
neous full term, and three premature labors. 
Four children were lost out of the twenty orig- 
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inal pubiotomies, but of the thirty subsequent | 
children all but the premature ones were dis-| 
charged from the hospital well. Williams be-, 
lieves that of the ten women who had sponta-| 
neous labors afterwards the pelves of eight were 
affected by the original pubiotomy. 

In the second series of ten women with eigh- | 
teen subsequent labors there was no evidence 
that any permanent benefit followed pubiotomy. 
None of the pelves became larger nor were the 
ensuing labors any easier. Only one of the 
fourteen full-term children was born sponta- 
neously while the rest were delivered by Cae- 
sarean section or repeated pubiotomy, In Wil- 
liams’ series primary pubiotomy was done upon 
eleven primiparae and nine multiparae, who had 
eighteen and twelve subsequent labors re-| 
spectively. The primiparae had four sponta- 
neous and eleven operative labors, as compared 
with nine spontaneous and three operative la- 
bors, respectively, in the multiparae. Appar-| 
ently this discrepancy was entirely in favor of 
the mutiparous women. 

Williams has learned that in labor complicated 
by a funnel pelvis pubiotomy is an ideal opera- | 
tion and in young women is preferable to any 
other procedure. He permits each patient to go 
into labor, and when it has come toa standstill he | 
applies the Gigli saw prophylactically before | 
applying forceps. This has two advantages:| 
first, it prevents too powerful traction on the! 
head to demonstrate that delivery by forceps is| 
impossible ; and second, it tends towards greater 
conservatism by preventing the performance of, 
primary pubiotomy solely upon indications fur- | 
nished by pelvimetry. In the funnel shaped 
type of pelvis in young primiparae, Williams be- | 
lieves that pubiotomy is greatly superior to 
Caesarean section, since no matter how success- 
ful the latter may be it only relieves the imme-| 
diate difficulty and must be repeated in each 
subsequent labor, whereas pubiotomy may per- | 
mit spontaneous labors later. Williams, how- 
ever, believes that in elderly primiparae and in 
multiparae with previous disastrous obstetrical 
experience an elective Caesarean section is the 
better operation. In considering the indica-| 
tions for the operations, Williams divides the 
patients into four classes, according to the time 
and the condition in which they come into the 
hands of the obstetrician, assuming that the 
labor is complicated by moderate degrees of 
pelvic contraction: (a) Patients under obser: | 
vation during pregnancy or at the onset of labor. 
(b) Patients admitted late in labor, but who are 
otherwise in good condition. (c) Patients ad- 
mitted late in labor who have already been sub- 
jected to attempt at delivery or who are ex- 
hausted or infected. (d) Patients admitted 
late in labor with child already dead. With the 
first type of case, if there is considerable doubt 
in the mind of the operator as to the advisability 
of Caesarean section Williams believes that the 
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stage. Usually the child is born spontaneously, 
but occasionally the expected engagement and 
descent failed to occur. Here, in place of a late 
Caesareap section, Williams would resort to pu- 


biotomy, as its mortality at this time is minimal 


and the chances for the child are excellent. In 
this class of cases he states that pubiotomy is a 
makeshift operation which has become necessi- 
tated and justified by an error in prognosis. He 
does not believe that early Caesarean section 
and pubiotomy are competitive operations, but 
he does believe that a number of patients may be 
saved Caesarean section if the possibility of pu- 
biotomy is remembered if their labor does not 
progress as it should. The same argument holds 
good in his second class of case. The third 
type of case offers the greatest possibility for 
errors of judgment. Conservative Caesarean sec- 
tion is too dangerous to be seriously considered. 
The choice lies between Caesarean section fol- 
lowed by hysterectomy, or pubiotomy. If Wil- 
liams feels reasonably sure that the patient 


has not been infected, pubiotomy is done and the 


child-bearing function preserved. On the other 
hand, if there is a strong suspicion of sepsis. 
either craniotomy or Caesarean section followed 
by hysterectomy is chosen, depending somewhat 
on the patient’s age. In the last type of cases 
craniotomy is the only operation indicated. 

Williams’ conclusions are as follows :— 

(1) In somewhat more than one-third of our 
cases, particularly the funnel pelves, pubiotomy 


has resulted in sufficient enlargement of the ~ 


pelvis to permit subsequent spontaneous labor. 

(2) My experience has taught me greater 
conservatism in the employment of pubiotomy, 
which should not be regarded as an elective op- 
eration, except in funnel pelves in young women. 

(3) In contractions of the superior strait, our 
ideal should be to differentiate the patients into 
those requiring Caesarean section at the onset 
of labor, and those in whom a spontaneous out- 
come may reasonably be expected. Pubiotomy 
should be employed in the latter only when fail- 
ure of the head to engage after a prolonged 
second stage has demonstrated that the prognosis 
was erroneous. 

(4) Pubiotomy does not compete with elec- 
tive Caesarean section at the onset of labor, but 
is far safer than conservative Caesarean section 
late in the second stage. 

(5) In moderate degrees of contraction of 
the pelvic inlet the great field for pubiotomy is 
in patients who have not been seen until late in 
‘labor, or who have been examined by those 
i whose technic is questionable. In such cireum- 
stances, conservative Caesarean section is too 
dangerous, so that the choice lies between pu- 
-biotomy, Caesarean section followed by re- 
| removal of the uterus, or craniotomy upon the 
|living child. If definite infection is present, pu- 
biotomy is contraindicated. 

(6) In version or breech extraction when 


patients should be allowed to go in labor, and|there is moderate disproportion, prophylactic 
be given a test of several hours in the second| laying of the Gigli saw adds greatly to the 
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peace of mind of the operator, as it enables him 
to resort promptly to pubiotomy if unexpected 
difficulty is encountered, 

(7) The most promising field for pubiotomy is 
in funnel pelves in young women, as it not only. 
permits the delivery of a living child, but offers 
a reasonable prospect of permanently enlarging 
the pelvis so that subsequent labors will end 
spontaneously. 


NITROUS OXID GAS ANALGESIA IN OBSTETRICS. 


The use of nitrous oxid gas combined with 
oxygen in order to produce analgesia in obstet- 
ries is not a new procedure. Webster’? of Chi- 
cago was one of the first here in America to try. 
it out and to report favorably on its use. He 
first began using it some ten years ago in cer- 
tain chosen eases, at first for operative work. | 
In 1909 he performed an abdominal Caesarean | 
section under gas and oxygen. During the past. 
year in the maternity service at the Presbyte-| 
rian Hospital he began the use of nitrous oxid- 
in Jabor to abolish the pains caused by the con-) 
tractions. He believes the method is a complete | 


success. Usually the administration of the gas is) 
begun when the patient complains of second 
stage pains, though it may also be used during 
the first stage. Webster uses a small nasal in-| 
haler, the mouth of the patient being uncovered. 
Light inhalation generally suffices to produce 
the analgesic effect. It is not necessary to cause 
asphyxiation or jactitation, Webster uses pure 
nitrous oxid gas or gas with oxygen. 

Lynch" reports its use in 34 cases more than 
one hour, 382 eases more than three hours, four 
eases more than four hours, and in one case more 
than six hours. 

Webster and Lynch and the other writers all 
agree that with the portable machines that are 
now present on the market gas can be used 
at homes as well as at hospitals. 

Davis’? recommends a more complicated ma- 
chine, having an automatic regulator by which 
means a constant pressure is maintained in the 
gas bag. Davis says the cost of using this 
method of analgesia is about $1.50 per hour. 

Davis says he starts the gas whenever the 
uterine contractions become painful, and if it is 
early in labor he uses a higher per cent. of oxy- 
gen and gives three or four inhalations; later 
less oxygen is given and five or six inhalations 
are allowed. 

Webster, Lynch and Davis all feel that the 
analgesia does not lengthen labor, but rather will 
shorten it, that there are no ill effects to mother 
or child, and that the strength of the uterine 
contractions, no matter how long the gas is 
given, is not diminished. Skeel'* agrees with the 
above and adds that there is no danger of post- 
partum hemorrhage. Luther'* reports that he 
has given gas in fifty-four cases and gives the 
history more or less detailed of seven of the 
cases. Among these seven eases are high for- 
ceps, normal deliveries, and one case when for- 


ceps failed and pubiotomy was done. In this 
last ease analgesia was continued for five hours 
and then complete anesthesia for two hours and 
forty minutes. One hour after the delivery was 
accomplished the patient was eating breakfast. 
Luther speaks, in cases where the baby, for 
some reason, does not ery at once, of blowing 
out the baby with oxygen by giving straight 


oxygen to the mother. 


Ileaney*® advises the use of oxygen for he 


thinks the analgesia is more readily maintained 


and that the headaches which sometimes appear 
are then more infrequent. He warns us that the 
amount of gas necessary varies with the individ- 


‘ual susceptibility and that if the mixture is too 


rich the analgesia is imperfect, the patient be- 
comes cyanotic and the consciousness is clouded. 
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Book Reviews. 


X-Rays: How to Produce and Interpret Them. 
By Harotp Mowat, M.D., Edinburgh, Tem- 
porary Lieutenant, R.A.M.C. London: 
Henry Frowde and Hodder and Stoughton. 
1915. 


This volume in the series of Oxford Medical 
Publications is intended as an elementary man- 
ual on the subject of the production of the 
Roentgen ray and the clinical interpretation of 
the plates obtained by its use. The subject of 
therapeutics is not considered, but emphasis is 
laid upon diagnosis. The book is divided into 
two parts, dealing respectively with production 
and interpretation; and the second part is di- 
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vided into five chapters dealing respectively | the expert in tuberculosis, but for the busy gen- 
with the thorax, the alimentary tract, the genito-| eral practitioner and the laity. Dr. Hawes 
urinary tract, injuries of the bones and joints| writes with vigor and enthusiasm and withal 
and diseases of the bones and joints. The work| paints an honest and accurate picture of the 
is admirably illustrated with 106 figures, of fundamental facts about tuberculosis, its diag- 
which twenty-five represent apparatus and the nosis and treatment. The author indulges in no 
remainder are actual skiagrams of various parts| glittering generalities, but answers in a sane 
of the body. The volume should be of especial practical way the multitude of questions that 
value to practitioners who wish to acquire an consumptive patients really ask. It is a cheer- 
understanding of the principles of x-ray pro- | ful message that Dr. Hawes bears and it will 
duction and “of its diagnostic employment in | help many doctors and patients who read it. 
practice. 
The Medical Annual; A Year Book of Treat- 

The Early Diagnosis of Heart Failure and Other ment and Practitioner’s Index. Bristol: John 

Essays of the Heart and Circulation. By; Wright and Sons. 1915. 

T. Stacey Wiison, M.D. (Edin.) New York: 

William Wood and Company, 1915. This exceptionally belated thirty-third annual 
issue of a standard British year book appears 

The book represents a collection of different | under a slightly different title and in consider- 
essays dealing mainly with heart failure. These @bly altered form from its predecessors. The 
essays were written at different times, which )0ok is printed on better paper and in a new and 
somewhat disturbs the balance of the book. The ™ore prominent type. The general index is 
author in many senses can be regarded as a transferred from the end to the beginning, and, 
special pleader for certain signs and terms that for the first time, the book contains a large 
seem strange to us. For example, he lays great *™ount of advertising. At its close is pub- 
stress upon the value of an abnormal rise in the lished also a list of the principal medical works 
average level of the diaphragm as a guide to| and new editions which appeared during 1914, 
the volume of blood in active circulation. He 2 list of British medical institutions, homes, spas 
also discusses at great length distensibility of and sanatoria, and an official and trade direc- 
the heart. He uses many of the ordinary terms. tory. The text has been increased by 58 pages 
of medicine to mean quite otherwise than the | over the edition of 1914, and with the adver- 
accepted meaning. There are practically no) Sing and index makes a total of 1080 pages. 
references to the literature and little mention is| !he work presents ras efficient and thorough 
made of pathology. The book does represent, | SUmmary of the year’s progress in all branches 
however, the wide clinical experience of a care- of medical science, especial prominence natu- 
ful, thoughtful observer who embraces the op- rally being given to thg special articles on naval 


portunity to present some unusual ideas. /and military surgery. The new edition of the 
British pharmacopeia is also carefully considered 


Saeed ] atory, Obstructive and Para-|®24 the drugs noted in this volume have been 
ee Fe v: unified in accordance with it by Dr. O. C. M. 


sitic Diseases of the Gastro-Intestinal Pract. | Davis thc ek 
By Samurt G. Gant, M.D. Philadelphia: | thirty-two distinguished contributors. Among 
W. B. Saunders Company. 1915. the new names appearing this year are those of 
Dr. E. Wyllys Andrews of Chicago and Col. 
The underlying facts of diarrhea are very lit- Louis LaGarde of the United States Army Med- 
tle understood by the medical profession. Dr.|i¢al Corps. Especially to be noted among the 
Gant has made a noteworthy attempt to bring a newer articles are those on abdominal surgery 
certain amount of order out of the chaos of con- by Dr. Andrews, those on naval and military 
flicting evidence. The author has arranged his Surgery by Dr. LaGarde, Dr. Cheatle and Dr. 
material well. The discussion is adequate and Wildey, and on shock by Dr. A. Rendle Short of 
concise. He takes up the surgical treatment in| Bristol. The book is more fully and effectively 
a thorough yet conservative fashion. There are illustrated than ever before, with 71 full page 
special chapters on tropical and parasitic dis-| Plates, some of them colored, and 149 text cuts. 
eases. Allin all. the book can be recommended! The volume maintains its standard value and 
as a much needed, lucid exposition of a confused as many additional and unusual features of 
subject. interest. 


| 


Consumption. By Joun B. Hawes, 2d, M.D. The Intervertebral Foramina in Man. By 


Boston: Small, Maynard and Company. 1915,| Harotp Swanserc. Chicago: Scientifie Pub- 
| lishing Company. 1915. 


This is one of a considerable number of books | 
called the ‘‘Welfare Series.’’ Dr. Hawes is} This volume is published as a supplement to 
peculiarly well fitted to contribute the volume|the author’s previous monograph on the inter- 


on consumption. The book is not designed for| vertebral foramen, reviewed in the issue of the 
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D.P.H. (Camb.), F.R.S.E., Professor of For- 


JourNaL for April 23, 1914 (vol. elxx, p, 658.) | 
It is intended to present the morphology of the! ensie Medicine and Public Health in the Uni- 
intervertebral foramina in man, including a de- 


scription of their contents and adjacent parts, | 
with special reference to the nervous structures., Wiluam Wood and Company. 


The data upon which these observations are rr a 
based were briefly reported in the Journal of This third edition of a standard work on le- 
the American Medical Association for October gal medicine presents few extensive alterations 
31, 1914, and in the New York Medical Record ‘rom the second edition of 1910. Some of the 
for November 14, 1914, and January 30, 1915, chapters have been rearranged, others abbre- 
Like its predecessor, this book does not aim tq Viated, and some moderately extended, and 
argue the question of the origin of diseases there has been added a brief sketch of the gen- 
from spinal abnormalities producing pathologie eral medical council, its duties, its statutory 
changes in the intervertebral foramina, their powers, with a full account of its penal resolu- 
contents or surrounding tissues, but merely aims ttons. The book is well illustrated with 137 
to present a clear and e@cise description of the | figures in the text and 1 colored plate. The in- 


normal morphology of these apertures and parts dex also has been made more detailed and com- 
in man. It extends Mr. Swanberg’s research | plete. The work should continue to fulfil its use- 


from the cat to the human being; and Dr. ful function to students and practitioners of 
Harris E. Santee, in his introductory note, ex- medicine and of law. 
presses the belief that, in the light of this re- 


search and of the new knowledge based thereon, | , 
‘‘eertain theories of spinal tension and com. | Annual Report of esas Health of the Imperial 
pression must be greatly modified. The un- Navy. For the Year 1911. Tokyo. 1915. 


doubted anatomie facts revealed in this pains-| 


taking scientifie work necessitate a complete re- 


statement of the rationale of cures effected by 


spinal manipulation.’’ The work is illustrated 
with eleven original full page plates and em- 
ploys the B.N.A. terminology throughout. It is 
issued from the anatomical laboratory of the 
Chicago College of Medicine and Surgery. 


Applied Immunology. By B. A. THomas, A.M., 
M.D., and R. H. Ivy, M.D., D.D.S. Philadel- 
phia and London: J. B. Lippincott Company. 
1915. 


This monograph from the William Pepper 
Laboratory of Clinical Medicine aims to place 
within the reach of practitioners a knowledge of 
the practical application of sera and bacterins 
prophylactically, diagnostically and therapeu- 
tically. To this end accounts of experimental 
research are largely omitted and theories are. 
presented only in so far as they may assist thor- | 
ough comprehension, the primary object being to. 
enable readers and students to apply compe- | 
tently to practice the principles underlying im- 


munology. The subject is logically presented in yj, 


a series of twenty-one chapters, each dealing 
with a definite aspect, and in an appendix there. 
are three special chapters on the serum treat-| 
ment of hemorrhage, on organotherapy and on 
chemotherapy. There is a brief alphabetic glos- 
sary of immunologic terms and the work is well 
illustrated with five colored inserts and sixty- 
eight figures in the text. It should prove a prac- 
tical treatise of value in the clinical application 
of the knowledge acquired by research in immu- 


nology. 


A Text-Book of Medical Jurisprudence and 
Toxicology. 


By M.D. 


past fourteen years. 


This belated annual. report of the Japanese 
Imperial Navy Medical Corps presents in Eng- 
jish version the morbidity and mortality statis- 
tics of that navy for the year 1911, based upon 
the same materials as that of the preceding 
year. The number of patients and the number 
of days’ sickness show an increase over the pre- 
ceding year, due to the increased size of the 
“navy ; but show a pro rata decrease compared 
with the preceding year and the average of the 
The majority of the report 
consists of numerical statistic tables which are 
summarized, though not extensively interpreted, 
in the introduction. Accompanying this volume 
is the Japanese text of the report and also of the 
report for the year 1912. 


Modern Aspects of the Circulation in Health 
and Disease. By Cart J. Wiacers, M.D., 
Assistant Professor of Physiology in Cornell 
University, New York City. Philadelphia 
and New York: Lea and Febiger. 1915. 


This monograph deals with the application of 
boratory methods to the clinical explanation 
of obscure cardiac conditions, the understanding 
of whose nature and classification is part of the 
recent development of the modern study of 
cardio-vascular diseases. It is divided into three 
sections, the first dealing with the physiology of 
the cireulation, the second with the graphic lab- 
oratory methods by which data about the heart 
and its action may be obtained, and the third 
with the phenomena presented by the various 
diseases of the circulation. At the close of each 
chapter is an admirable selected bibliography of 
the topic under discussion. The volume is a 
valuable compilation for clinicians of the newer 
methods of cardiac study and interpretation. It 
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of apparatus and graphic charts. It should 
prove a useful manual for students and prac- 
titioners desiring familiarity with the newest 
field of cardiac nosology. 


Exercise in Education and Medicine. By R. 

Tair McKewnzir, B.A., M.D. Second edition, 
Philadelphia and Lon- 
1915. 


thoroughly revised. 
don: W. B. Saunders Company. 


The first edition of this standard manual of 
medical gymnastics was reviewed at length in 
the issue of the JourNaL for February 10, 1910 
(Vol. elxii, p. 184). This second edition has 
been almost completely rewritten in the light 
cf the great advances in physical education 
which have been made during the past four 
physiology has 


years. The chapter. on 
been expanded into four chapters. Espe- 
cial attention is paid to the comparison 


and criticism of the German, Swedish and 
Freneh systems of athletics and physical train- 
ing. <As before, the book is divided into two 
parts, dealing respectivély with exercise in edu- 
cation and exercise in medicine. In the latter 
portion the chapters on medical gymnastic move- 


ments and massage have been expanded and re-' 


arranged and new chapters have been added on 
respiratory gymnastics, the treatment of vis- 
ceral ptosis and functional disorders of the ner- 
vous system. The book is well illustrated with 
478 figures in the text, and should continue its 
usefulness to physicians and educators. 


Transactions of the American Pediatric Society. 


Edited by Lrynarus Eprorp Larétra. Vol. 
xxvi. Chicago: American Medical <Associa- 


tion Press. 1915. 


This volume contains the proceedings of the 
twenty-sixth session of the American Pediatric 
Society held at Stockbridge, Mass., from May. 
26 to 28, 1914. The presidential address by Dr. 
Samuel McC. Hamill, of Philadelphia, deals with | 
the responsibility of the pediatrist for the prob-| 
lems of public health. There are twenty-eight | 
other papers on a variety of pediatric subjects. | 
Dr. John L. Morse of Boston presents a study of | 
the causal relation between the pasteurization | 
of milk and infantile scorbutus; and Dr. Fran-' 
eis G. Benedict and Dr. Fritz B. Talbot continue 
their studies in the respiratory exchange of in- 
fants, with abundant tables and diagrams, The 
volume affords a useful contribution to the lit- 
erature of recent progress in pediatrics. 


ont S t in Medical Practice. By Ros- 
ne | tions which have been made deal chiefly with 


ERT SaunpDBy, M.D. London: Edward Ar- 
nold. 1915. 


is well illustrated with 104 engravings, chiefly, | 


sician, is intended as a reference work for practi- 
tioners and students on symptomatology. Such 
a book runs danger, in other than the most com- 
petent hands, of becoming a mere catalogue of 
symptoms upon which the inexperienced may 
rely for diagnosis and treatment in the absence 
of genuine medical knowledge. In the present 
instance, however, this danger is abundantly 
avoided. The work constitutes a valuable al- 
phabetie collection of brief essays upon the sig- 
nificance of symptoms, from abdominal pain to 
yawning, and its use as a text-book should be of 
value to physicians even more than as a work of 
reference. 


Studies from the Rockefeller Institute for Med- 
ical Research. Vol. xxi. New York: Rocke- 
feller Institute for Medical Research. 1915. 


This twenty-first volume continues the collec- 
tive republication of reprints from various med- 
ical journals presenting the research work of 
the Rockefeller Institute. Among the papers 
constituting the present collection may be noted 
those of Flexner on the penetration of the virus 
of poliomyelitis from the blood into the cerebro- 
spinal fluid and on the localization of the virus 
and pathogenesis of epidemic poliomyelitis. Dr. 
Peyton Rous continues his work on chicken tu- 
mors, on the cause of the localization of secon- 
dary tumors at points of injury, and on the 
greater susceptibility of an alien variety of host 
to an avian tumor. Jacques Loeb also continues 
his studies in fertilization and parthenogenesis. 
Dr. Alexis Carrel offers a report on the present 
(May, 1914) condition of a strain of connective 
tissue twenty-eight months old. He also pre- 
sents the results of his work of last year on the 
surgery of the cardiac valves and on the technic 
of intrathoracic operations. The volume is well 
illustrated by many full page plates and text 
cuts, and constitutes a valuable archive of the 
progress of medical research. 


A Manual of the Practice of Medicine. By A. A. 
Stevens, A.M., M.D. Tenth edition. Illus- 
trated. Philadelphia and London: W. B. 
Saunders Company. 1915. 


The ninth edition of this standard medical 
handbook, prepared especially for students, was 
reviewed in the issue of the JourNAL for Dee. 
21, 1911 (vol. elxv, p. 959). In this tenth edi- 
tion some of the chapters have been entirely re- 
written and several new ones have been added. 
The number of pages is increased from 573 to 
629. The plan of the book is unaltered. It is 
illustrated by seventeen text euts. The addi- 


those diseases in whose knowledge recent prog- 
ress has been made. The book should continue 
its usefulness as a convenient, clinical manual 


This volume, by an eminent Birmingham phy- | for students and practitioners. 
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surgeons make these papers in the evening their 


contribution in return for the clinical program 
offered by the city visited. This year, the even- 
ing meetings are of special and timely interest. 
(The evening program was given in our edito- 
rial of October 14.) 
| The eminence of the Society’s officers and the 
interest they have taken in the success of the 
Congresses has been productive of excellent re- 
sults. The society has previously met in Chi- 
eago, Philadelphia, New York, and London, and 
‘most of those who have registered have been en- 
thusiastie as to their value. Some of the earlier 
‘meetings were marred by overcrowding, but 
limitation of the number allowed to register, 
and the ticket system, have largely done away 
with that evil. The meeting in London was or- 
derly, dignified, and of the greatest value to all 
attended. 

It is to be hoped that the meeting in Boston, 
with its famous hospitals, both old and new, and 
its excellent medical schools, may be of value to 
our visitors, as we know it will be to us who are 


“honored by their visit. 


Papers for publication, and all other communications for the Edi- | 


torial Department, should be addressed to the Editor, 126 Massachu- | 


setts Ave., Boston. Notices and other material for the editorial pages 
must be received not later than noon on the Saturday preceding 
the date of publication. Orders for reprints must be returned in 
writing to the printer with the galley proof of papers. The Journal 
will furnish the first one hundred reprints for half the cost price. 

All letters containing business communications, or referring to 
the publication, subscription, or advertising department of the Jour- 
nal, should be addressed to 


Ernest GREGORY, Manager. 
126 Massachusetts Ave., Corner Boylston St., Boston, Massachusetts. 


THE CLINICAL CONGRESS OF SURGEONS 
OF NORTH AMERICA. 


Tue Clinical Congress of Surgeons, which is 
meeting in Boston this week, is an organization 
which has in the few years of its existence proved 
of great value to surgery in this country. The 
membership consists entirely of surgeons, and 
of surgeons who realize the importance of leay- 
ing home occasionally for clinical purposes. 
When the Congress meets in a city, the clinical 
forces of that city are mobilized, so to speak, 
and the various clinicians are prepared to show 
what lesson, if any, they have to teach their col- 
leagues. The result is that in a short space of 
time, one gets a concentration of clinical work 
which in the seattered clinies of our cities can 
rarely be codrdinated and made effective. 

The evening meetings have been noteworthy 
always for the high character of the work pre- 
sented and of the men taking part. The visiting 


AMERICAN FIRST AID CONFERENCE. 


THE first meeting of the American First Aid 
Conference was held on August 23 and 24, 1915, 
at Washington, D.C. The deliberations of this 
conference culminated in the adoption of the 
following resolution, creating a board on first 
aid standardization for the purpose of studying 
first aid problems and standardizing methods, 
materials and equipment employed in the ad- 
ministration of first aid to those injured in the 
pursuit of industrial occupations and in war: 


““Whereas, There is a great lack of unifor- 
mity in first aid methods; in first aid packages, 
and in other first aid equipment; and in first aid 
instruction, and 

Whereas, Many of the aims of first aid are de- 
feated thereby and needless suffering and ex- 
pense incurred, 

Therefore, Be it Resolved: 

That this Conference recommends to the 
President of the United States that he 
appoint a ‘Board on First Aid Stand- 
ardization,’ said Board to consist of one 
officer each from the Medical Corps of the U. 8. 
Army, the Medical Corps of the U. S. Navy, the 
U.S. Public Health Service, the American Na- 
tional Red Cross, the American Medical Asso- 
ciation, the American Surgical Association and 
the Association of Railway Chief Surgeons of 
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America; this Board to deliberate carefully on 
first aid methods, packages, equipment and in- 
struction and to recommend a standard for each 
to a subsequent session of this Conference to be 
ealled by the Permanent Chairman; the creation 
and maintenance of the said Board to be without 
expense to the United States.’’ 

To attain the objects of this movement it is 
essential that this board should consult the best 


opinion of the country on the problems involved 


and should enlist the sympathy and active co- | 


operation of medical societies throughout the 
United States. To this end the following resolu- 
tion was also passed by the conference: 
‘‘That the questions noted below be sent to the 
Chief Surgeons of Railroads, Mines and Manu- 
factories, first, to be answered by them; second, 
that a copy of these questions be sent by the 
Chief Surgeons to their Associate Surgeons. 
The object of these questions is to attempt to 
get the opinion and experience of a number of 
surgeons and to formulate them for publication. 
Please answer each question on a separate 
sheet of paper and sign your name to each sheet : 


1. What has been your experience with the 
most available first aid package and dressing for 
small and large wounds ? 


* 2. What has been your experience with the 
immediate employment of antiseptics in acci- 
dental wounds; what antiseptic have you used, 
in what strength, and how applied? Have you 
employed tincture of iodine? If so, how and 
what have been the results? 


3. What in your experience has been the 
most efficient and most readily applied method of 
fixation for injuries of the (a) upper and (b) 
the lower extremity ? 

4. Have you considered the construction of a 
stretcher, which, in addition to serving as a 
means of transportation of injured, will have 


appliances for the fixation of the upper and! 


lower extremity, somewhat along the lines of a 
Bradford splint, or the Gihon naval splint? 


5. Please state your views on some liquid 


ointment dressing which would be available for | 


first aid in large wounds and burns with the ob- 


ject of preventing the usual dry-gauze dressing 


adhering to the wound and rendering subse- 
quent dressings painless.’’ 


The secretary of the conference, Dr. Joseph C. 
Bloodgood of Baltimore, has also sent to the sec- 
retaries of medical societies throughout the 
United States a circular letter, urging them to 
submit to the councils of their respective socie- 
ties a resolution to appoint a special committee 
of three surgeons to study and deliberate care- 
fully on first aid methods, packages, equipment 
and instruction. To recommend a standard for 
each to the National Board, and, through a spe- 


cial representative or representatives, partici- 
pate in the next American First Aid Conference 
which will be convened to consider the results 
of the labors of the National Board. The secre- 
‘tary of the conference, Dr. Bloodgood, will also 
| welcome answers to the above questions from 
/any surgeons of experience in the treatment of 
'aecidental injuries, and these answers will re- 
| ceive full consideration in the deliberations of 
the National Board. 

| This national movement for the standardiza- 
tion of first aid methods cannot be too cordially 
approved, since its purposes and ultimate ends 
_are directed towards the establishment of a max- 
imum of efficiency which will be of advantage 
not solely to this country but to the world at 
large, not in war alone, but even more impor- 
‘tantly in dealing with the many and often in- 
‘evitable traumata of peaceful industries. To 
‘obtain the prevailing opinion of the medical 
profession on these matters and to erystallize 
| this opinion into safe guides for action there is 
| need of the interested codperation of all medical 
societies and of the individuals who compose 
'them, The attention of the profession is, there- 
'fore, particularly directed to this new move- 


ment in an important department of national 
_and professional proficiency. 


‘THOMAS CAMPION, PHYSICIAN AND 
| LYRIC POET. 


| 


| AMONG the early English physicians who won 
jeven greater distinction in literature than in 
/medicine, and yet are undeservedly little known 
or remembered, is Thomas Campion, an Eliza- 
bethan and almost exact contemporary of 
Shakespeare. His verse was rescued from ob- 
livion in 1889 by the literary and critical labors 
of Mr. Bullen, who found in the British Museum 
the forgotten manuscript which contained the 
only surviving copy of Campion’s writings. A 
few of his lyrics have since been turned to ac- 
count by modern musicians, but the majority 
still remain buried in the old music books where 
they first were published. Of Campion as a 
physician, there is small record except that 
which remains in a few extant documents. 
Thomas Campion was born of unknown an- 
cestry in London in 1567. Of his youth nothing 
is known save that he was entered at the Univer- 
sity of Cambridge in 1585, though he never 
matriculated, probably on account of his re- 
ligious beliefs. In 1586 he was admitted a mem- 
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ber of Gray’s Inn, presumably with the idea of 
studying for the bar. This purpose, however, 
was evidently abandoned, for not long after he 
appeared with a medical degree obtained from 
some unknown source and became a practicing 
physician in London. Apparently he was able 
to combine his literary with his medical voca- 
tion, for he continued in practice and main- 
tained his professional interest throughout his 
life. Early in the seventeenth century he trav- 
eled in Europe and is known to have visited the 
medical schools at Padua, Paris and Louvain. 
He died at London in February, 1620 (0.8. 
1619) and was buried at St. Dunstan’s Church 
in Fleet Street, where he is recorded in the 
parish register as ‘‘Thomas Campion, Doctor of 
Physicke.’’ 

Evidently during his life Campion, like many 
other English men of letters and physicians, 
held a fairly close connection with the court, 
though more probably in a literary than in a 
medical capacity. In 1607 he wrote a masque in 
honor of Lord Hayes (Sir James Hay), which 
was performed at Whitehall on Jan. 5, and in 
1612 appeared his ‘‘Ode of Mourning on the 
Death of Prince Henry,’’ eldest son of James I, 
who died of typhoid. In 1613 he produced three 
court masques, one for the marriage of the 
Count Palatine and Lady Elizabeth, another 
in honor of ‘‘our most gracious Queen Anne, in 
her Progress toward the Bathe,’’ and the third 
for the marriage of the Earl of Somerset and the 
infamous Lady Frances Howard, the divorced 
countess of Essex. 

There are few medical allusions in Campion’s ; 
verse. Most notable in this respect are his lines | 
addressed to one of his patients, ‘‘my honorable | 
friend, Sir Thomas Mounson, knight and bar- | 
onet,’’ beginning | 


| 
| 


“I to whose trust and care you durst commit 
Your pinéd health when art despaired of it.” 


This Mounson or Monson had been imprisoned | 
in the Tower in 1615 and 1616 on suspicion of | 
being concerned in the murder of Sir Thomas | 
Overbury, and Campion, who served as a witness | 
in his behalf, was allowed to visit him as his 
nedical attendant during imprisonment. He 
was released in 1617. 

Campion’s reputation as a poet was evidently 
high in his own generation. William Camden 
mentions him with Sir Philip Sidney, Ben Jon- 
son and Shakespeare as among those whom 
‘“‘succeeding ages may justly admire.’’ John 


Daines of Hereford wrote naively of Campion as 
follows 


“Rare doctor with thy twofold art, 
Hippocrates hath taught thee the one kind, 
Apollo and the muse the other part, 
And both so well that thou does’t please 


Campion’s literary genius was essentially 
lyric and his songs are among the sweetest and 
purest of the Elizabethan times. He was at 
heart, what many poets have not been, a musi- 
cian as well as a writer, and his verses, there- 
fore, have not merely the balance of rhythm and 
the iteration of rhyme, but the qualities of 
tone and tune, possible only to one who has 
melody as well as cadence in his soul. He was 
also an author in the art of music and published 
a ‘‘New Way of Making Fowre Parts in Coun- 
terpoint by a most familiar and infallible Rule.’’ 
Here he shows himself, too, a master of the mel- 
ody and sweetness of prose as well as of 
music and verse, as for instance, in such a sen- 
tence as ‘‘There is no tune that can have any 
grace or sweetness, unless it be bounded within a 
proper key.’’ Mr. Bullen, Campion’s original 
editor, says of him, ‘‘even when matched for 
beauty of expression or surpassed for wealth of 
imagination, he is still the master of subtle 
cadences, a lord of haunting rhythm and deli- 
cate measures, whom in his kingdom few have 
approached and certainly none has surpassed.’’ 

It is unfortunate that we know so little of 
Campion as a physician, yet perhaps he was 
none the worse in his profession that he was a 
master of his avocation. In a recent address on 
British medical men of letters, before the II- 
minster Literary Society, Dr. W. H. Maidlow* 
has called attention to the following quotation 
upon this topic from Bacon’s ‘‘ Advancement of 


Learning’’: 


‘‘Therefore I cannot much blame physicians 
that they use commonly to intend some other art 
or practice which they fancy more than their 
profession. For you shall have of them antiqua- 
rians, poets, humorists, statesmen, divines,— 
and in every one of these better seen than in 
their professionm—and no doubt upon this 
ground they find that mediocrity and excellency 
in their art maketh no difference in profit or 
reputation, for the weakness of patients and the 
sweetness of life maketh men depend on physi- 
cians with all their defects.’’ 


* Medical Press and Circular, Sept. 22, 1915. 


| | | 
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ETHER DAY. 


THE sixty-ninth anniversary of the first pub- 
lic demonstration of surgical anesthesia with 
sulphuric ether was observed in the customary 
manner at the Massachusetts General Hospital 
on October 16. At the afternoon exercises Dr. 
Henry P. Walcott, chairman of the hospital 
trustees, awarded diplomas to the graduating | 
house officers and introduced the orator of the 
day, Dr. William W. Keen of Philadelphia. Dr. 
Keen delivered his address on ‘‘The Dangers of | 
Anesthesia,’’ reviewing the history of the sub-| 
ject since 1846, presenting extensively the sta- 
tistics of various methods of anesthesia in dif- 
ferent clinics, and suggesting that the discovery 
of new and more perfect anesthetic agents is yet 
to be expected. Dr. Keen’s address is to be pub- 
lished in full in a later issue of the JouRNAL. 

In the evening of October 16 the fifth annual 
meeting and dinner of the Massachusetts Gen- 
eral Hospital Alumni Association were held in 
Boston at Hotel Vendome. Dr. James J. Put-| 
nam, retiring president, acted as toastmaster, | 
and among the speakers were Dr. Keen, Dr. | 
George C. Shattuck of Boston and Professors 
Lyman Kittredge and James Hardy Ropes | 
of Harvard College. Dr. Shattuck described | 
particularly his recent experiences in the work 
of the American Typhus Commission in Serbia 
under Dr. Richard P. Strong. The following 
officers of the Association were elected for the 
ensuing year: | 

President, Dr. Elbridge G. Cutler, ’71, Bos. | 
ton; vice-presidents, Dr. Walter Channing, ’71, 
Brookline; Dr. George K. Sabine, ’72, Brook- 
line; Dr. William S. Thayer, ’89, Baltimore; 
secretary-treasurer, Dr. Byam Hollings, ’01, 
Boston. 


CENSORS’ EXAMINATION OF THE SUF- 
FOLK DISTRICT. | 


THE attention of recent medical graduates 
and of those practitioners in this Commonwealth | 
who are not yet members of the Massachusetts | 
Medical Society is called to the notice which 


appears on the last page of this issue of the) 
JouRNAL, of the Censors’ Examination for the! 
Suffolk District, which is to be held at the Bos-| 
ton Medical Library on November 11. It is the | 


duty as well as the opportunity of every physi-| 


cian practising in any state to become a member 
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of his state medical society. This, in addition 
to his official registration for practice, is an 
evidence to the public of his approval by his 
peers as a man competent to pursue the art and 
advance the science of medicine. Moreover, it 
incorporates him with his colleagues in all their 
endeavors for the larger promotion of the in- 
terests of the public health. Only by such 
united codperation can the entire force of the 
medical profession be made effective for good 
in any community. To do this is the highest 
purpose of all medical organizations. 


MEDICAL NOTES. 


University OF CaLirorniA Hosprrau.—lIt is 
announced that the University of California 
has received from an anonymous donor the 
sum of $100,000 to endow memorial beds to Dr. 
C. W. Fox and his wife in the University of 
California Hospital. These beds are to be 
maintained in the new building of the hospital 
now being erected in San Francisco at a cost of 
$615.000 as a part of the equipment of the Med- 
ical School of the University of California. 


A MepicaL ScHooL AMALGAMATION.—Report 
from Philadelphia on October 16 announces the 
probability of a union between the Medico- 
Chirurgical College of Philadelphia and the 
Medical School of the University of Pennsyl- 
vania, the students and the medical equipment 
of the former institution to be transferred to 
It is also planned at the University 
of Pennsylvania, beginning with the fall of 
1916, to extend the veterinary course in medi- 
cine from three to four years, and in the fall of 
1917 to make a similar extension in the course 
in dental medicine. 


~ INCREASE oF Navy Mepicau Service.—In an 


address before the Philadelphia Medical Club 
‘on October 15 Rear Admiral Dr. William C. 


Braisted, surgeon-general of the United States 
Navy, advocated the establishment of a naval 
medical reserve corps to consist of 700 surgeons 
He also advo- 
cated the increase of the active corps to 400 
surgeons and 800 woman nurses. <A two-year 
reserve supply of medicine and other necessities 
should also be accumulated in the event of 
emergencies and the addition of several new 
hospital ships is also urgently recommended. 


New PRESIDENT OF STANFORD UNIVERSITY.— 
It was announced on October 15 that Dr. Ray 
Lyman Wilbur has been elected president of 
Leland Stanford, Jr., University and will assume 
that office on January 1, 1916. Dr. Wilbur was 
born at Boonesville in 1875 and is at present 
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the head of the medical department of Stanford day was devoted to a sy mposium on vitamines 
University. He was president of the American and pellagra. At the morning session on Octo- 
Academy of Medicine in 1912-13. ber 22, there were three longer papers reporting 

; laboratory investigations of pellagra; and at 
Lonpon Deatn Rares in AvuGust.—Statisties the afternoon session on that day a series of ten 
recently published show that the total death shorter papers on clinical features of pellagra 
rate of London in August, 1915, was only 11.6 and five on the treatment of pellagra. On Sat- 
per thousand inhabitants living. Among the urday morning, October 23, there was held un- 
several districts and boroughs, the highest rate der the auspices of the South Carolina Board of 
was 16 in Poplar, one of the populous East Side | Health a special meeting to take action upon a 
slums, and the lowest was eight, in Wands- / memorial to the state legislature for appropria- 
worth, an even more populous residential district tions to further the study of pellagra and the 


on the South. 


Derroir ACADEMY OF MeEpIcINeE.—The annual | 


meeting of the Detroit Academy of Medicine, 


care of pellagrins in the state. An effort is to 
be made to secure uniform action of state boards 
of health to lay these matters before their re- 
spective legislatures and the national congress. 


was held in that city on October 12. The fol- 


lowing officers were elected for the ensuing 
year: president, Dr. Charles D. Aaron; vice- 
president, Dr. Guy Connor; secretary and treas- 
urer, Dr. Alpheus F. Jennings. 


MississippI VALLEY MEpiIcaL ASsocIATION.— 
The forty-first annual meeting of the Mississippi 
Valley Medical Association was held at Lexing- 
ton, Ky., on October 19, 20 and 21, 1915, with 
headquarters at the Phoenix Hotel. At the 
opening session the addresses of welcome on be- 
half of the city, of the local profession, and of 
the association were followed by the introduc- 
tion of the president, Dr. Hugh Cabot of Boston. 
The meetings of the medical and surgical sec- 
tions were held both morning and afternoon of 
each day. Among the papers presented at the 
various sessions were those on ‘‘Percussion Out- 
lines of the Heart’’ by Dr. George C. Shattuck 
of Boston, ‘‘The Mechanics of Renal Infection 
by Dr. Edward L. Keyes, Jr., of New York, 
‘‘Cancer of the Gall Bladder’’ by Dr. F. T. 
Murphy of St. Louis, ‘‘ Differential Diagnosis of 
Kidney Lesions’’ by Dr. Hugh Cabot and ‘‘Con- 
genital Dilatation of the Colon’’ by Dr. Rich- 
ard M. Smith of Boston. At the evening ses- 
sion on October 19, Dr. Cabot delivered his presi- 
dential address on ‘‘Medicine, a Profession or 
Trade?’’ The address in surgery was given by 
Dr. F. T. Murphy and the address in medicine 
by Dr. Richard P. Strong of Boston. It is ex- 


pected that some of these addresses and papers. 


may be published in subsequent issues of the 
JOURNAL. 


NATIONAL ASSOCIATION FOR THE STUDY OF 
PELLAGRA.—The third triennial meeting of the 


National Association for the Study of Pellagra. 


was held at Columbia, S. C., on October 21, and 
22, 1915, under the presideney of Dr. C. 
Lavinder of the United States Public Health 
Service. At the afternoon session on October 
21, there was a series of seven papers on the 
etiology, statistics and history of pellagra. 
Among these was a paper by Dr. A. C. Thomas 
of Foxboro, Mass., on the history of pellagra 
in Massachusetts. The evening session on this 


PREVALENCE OF MALARIA, MENINGITIS, PEL- 
LAGRA, POLIOMYELITIS, SMALLPOX AND TYPHOID 
|Frever.—The weekly report of the United States 
Public Health Service for October 8, states that 
during the month of August, 1915, there were 
in Mississippi 25,998 cases of malaria, 1,787 of 
pellagra, 78 of small-pox and 1,106 of typhoid 
fever. During the same month there were in 
New York 17 cases of cerebro-spinal meningitis, 
46 of poliomyelitis and 877 of typhoid. There 
were 91 cases of small-pox, and 25 of typhoid in 
Wisconsin. 


EUROPEAN WAR NOTES. 


RETURN OF MEMBERS OF Harvarp Unit.—Re- 
port from New York states that on October 17, 
there landed in that city from Liverpool aboard 
the Philadelphia, six American surgeons return- 


»»/ing from service with the Harvard unit in Eng- 


land and France. These were Drs. W. L. Lacey, 
W. A. Lane, W. J. Dodd, R. R. Sadler, C. C. 
Simmons and Paul Withington. 


CHOLERA IN AUSTRIA-HUNGARY AND GERMANY. 
—During the week ended July 24, there were in 
Austria 2,040 cases of Asiatic cholera with 956 
deaths, the majority of these being among the 
civil population. In Germany during the week 
ended August 21, there were 236 cases of cholera 
with 73 deaths, the majority of these being 
among the prisoners of war. 


NEEDS OF AMERICAN AMBULANCE HospPITaL.— 
An appeal has recently been issued by the board 
of governors of the American Ambulance Hos- 
pital at Neuilly, Paris, urging the need of fur- 
ther funds for the continuance of the work of 
that institution during the coming year. It is 


H. stated that the cost of maintaining the hospital 


is approximately $1000 a day. Of the funds 
thus far subscribed only $60,000 at that time 
remained, so that there is immediate need of 
raising $350,000. to insure the continuance of 
the hospital for another year. The appeal states 
that the continuance of the hospital is earnestly 
desired by the French people. 
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‘‘The funds on hand are barely sufficient to| 
support the hospital for two months longer, and | 
if Americans wish this work to go on, provision | 
must be made at once in order that the American | 
Ambulance will not have to close its doors for 
lack of funds. The governors of the American 
Hospital, the members of the Ambulance Com- 
mittee, and the members of the American Com- 
mittee believe that Americans will not be will- 
ing to consider such a possibility. 

‘“‘The statistics show that the daily average 
number of patients in the hospital during June 
was 536. This number has been increased lately. 

‘‘The net running expense of the Ambulance 
for the nine months ending in June is given as 
$206,644, but this does not include the heavy ex- 
penses of installing the new service, procuring 
new equipment and constructing new accommo- 
dations. 

‘A eable message reporting the progress of 
the three hospitals was received recently by Mr. 
Bacon from the Ambulance Committee. It read: 


**Neuilly, France, Oct. 5. 

‘‘The hospitals at Neuilly and Juilly and the 
field ambulance service are running at high pres- 
sure and maximum efficiency. The patients un- 
der treatment are well above the normal capa- 
city, but we are successfully coping with the 
emergency. The figures for Neuilly show that 
3000 have been admitted since it was opened and 
2400 discharged; 72,000 patients have been 
transported by the ambulance service. The field 
hospital is now well advanced and everything 
we can do is of great medical and real value, 
and will be of unperishable credit to the Ameri- | 
can people. 

‘‘The ambulance corps, which is a distinct 
feature of the service in itself, is composed of | 
young volunteers, most of them recent grad-' 
uates from American colleges and universities. ”’ 


War Reuier Funps.—On Oct. 23 the totals of 
the principal New England relief funds for the 
European War reached the following amounts: 


$275,042.00 
Surgical Dressing Fund..... 5,105.00 


BOSTON AND NEW ENGLAND. 


ELECTION OF OFFICERS OF THE Boston Dis- 
PENSARY.—At the annual meeting of the corpor- 
ation of the Boston Dispensary, Edward R. War- 
ren was elected president, Ashton L. Carr, treas- | 
urer; Dr. Edward C. Streeter, secretary ; Charles 
M. Davenport, Mrs. Hilbert F. Day, Miss Alice | 
DeFord, Lorin F. Deland, Mrs, Henry Ehrlich, | 
Edwin Farnham Greene, Edward 8. Grew, Ran- | 
dolph C. Grew, John F. Moore, Stuart W. Webb | 
and Moses Williams, Jr., trustees. Michael M.. 
Davis, Jr., was reappointed director. | 

It was reported that the work of the past year 
was greater than at any time since the founding | 
of the institution 119 years ago. 120,368 pa-' 


tients were treated and the district physicians 
of the dispensary made 13,250 visits to the sick. 


Tue Boston District INSTRUCTIVE NURSING 
AssociATIon.—The school of the Boston District 
Instructive Nursing Association has opened this 
season with thirty-nine students. Of this num- 
ber, eleven nurses are students in the eight 


‘months’ course, which is carried on in codpera- 


tion with Simmons College and the School for 
Social Workers, about twenty are taking a four 
months’ course and five are from the senior 
classes in Boston hospitals who will do observa- 
tion work in the regular daily duties of the as- 
sociation. Students have registered from Colo- 
rado, Minnesota, Illinois, Maryland, New Jer- 
sey, and New York; the New England States 
and Boston particularly supplying the greatest 
number. 


DipHTHERIA IN MaLpen.—Report from Mal- 
den, Mass., states that during the week ended 
October 16, 40 cases of diphtheria were reported 
in that city, 16 of them being in a single school. 
This school has been closed for several days by 
order of the local Board of Health and strict 
quarantine has been extended over all houses 
where the infection has occurred. 


QUARANTINE AT cattle 
from all over New England are being received 
for immediate slaughter at Brighton and sales 
are held on Friday afternoon, no public auc- 
tions are permitted to be held and no cows are 
allowed to enter the barn for purposes of sale. 


'After the ten federal and state inspectors have 


twice visited the 1200 farms in the vicinity of 
Leicester and pronounced the district free from 


evidence of foot and mouth disease the barn at 


3righton will be opened and auctions permitted. 


HospitraL Bequest.—The will of the late Wal- 
ter Whitman Hodges of Brookline, Mass., which 
was filed on October 16, for probate at the 


‘Dedham Court, contains a bequest of $25,000 to 


the Boston Floating Hospital to constitute an 
endowment fund to be known as the Helen 
Ingalls Hodges Fund. 


MitK AND HyGieNe AssocraTion.—A 
recently published report of the Boston Milk 
and Baby Hygiene Association records the data 


of its third summer ‘of special work in the pre- 


vention of infant mortality in Boston. From 


‘June to September, 1915, the Association super- 


vised at its milk station the feeding of 2,997 
babies and a total of 16,666 visits were made by 
its nurses to patients in their homes. The value 
of these visits is, of course, not solely alleviative 
but educational. The total attendance at the 
clinics for well babies was 9210. 

The Association now finds the further 
growth of its work for which there is an 
abundant field hampered by lack of adequate 
funds and contributions to this end are, there- 
fore, earnestly to be desired and urged. It is 
also particularly to be remembered that this 
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work is not limited to the summer season, but | improvement in the health of the residents of 

that to make its full value effective, it should | these Islands is, indeed, very encouraging. 

be continued systematically throughout the year.) ‘‘Milk.—The fresh milk supply of the city of 

Mr. Bedinger in his report, emphasizes this im- Manila is still very unsatisfactory. <A few 

portant fact as follows: dairies have complied with the standards of the 
“The prevention of illness among babies in | commission on milk standards appointed by the 


great city like Boston is a task not only for the 
summer, but for every month in the year. Last 


New York Milk Committee, but the great bulk 
(of the milk sold in Manila is handled under 


summer’s campaign was paid for by special | Most insanitary conditions. On account of the 


gifts, but the maintenance and necessary im- 


fact that it is practically all collected by persons 


provement of our year-round service depends on. who own one or two carabaos and who are scat- 
our regular contributors and those who know the | tered over an enormous territory outside of 
value of this work to keep babies well.’? ‘Manila, it is impracticable at present to enforce 
the requirement of a modern dairy. It has been 

To reap the full fruit of the good work done, the hope to make the milk at least reasonably 
in summer it is essential that means should be safe by proper pasteurization, and in order to 


in hand to enable the continuance of this work | 
the year around. 


Miscellany. 


BUREAU OF HEALTH, PHILIPPINE 
ISLANDS. 


THe annual report of the Bureau of Health 


accomplish this the Legislature made an appro- 
priation to ‘La Gota de Leche’ Society for the 
Protection of Infants for the construction of a 
building in which may be installed the milk 
sterilizing plant which was donated by Mr. 
Nathan Strauss of New York. The erection of 
this building has been discouragingly slow, but 
the prospects now are that it will be available 
for use during the course of the next few 
months, 

| “Canned Milk.—Heretofore the poor quality 
of most of the fresh milk which is offered for 


for the Philippine Islands for the year ended sale in the Philippines has been largely offset 
December 31, 1914, records the work of the de- by the importation of an excellent quality of 
partment under the directorship of Dr. Victor natural whole milk, which can be bought under 


G. Heiser. Dr. Heiser resigned from this posi- 
tion on the 28th of February, 1915, after twelve 
years of service, and the present commendable 
sanitary condition of the Islands is a testimony 
of his efficient and untiring devotion. 

In presenting his report he states as follows :— 


‘*For the first time in the history of the Bu- 
reau of Health, no officers of the Bureau were 
imported from the United States, all vacancies 
being filled by residents of the Islands. Dr. 
Vicente de Jesus was appointed Assistant Di- 
rector of Health on January 22, 1914. 


contract for large quantities in the Manila mar- 
ket for less than 24 centavos (12 cents) per liter 
(quart). The competition became so keen, how- 
ever, that many dealers began to sell skimmed 
canned milk, which was placed in cans with most 
attractive labels, and as a large proportion of 
the public did not appreciate that skimmed 
‘milk was not a nourishing food for children, 
large quantities of it began to be sold. This 
practice has been effectively stopped by the 
Legislature placing an internal-revenue tax 
upon all skimmed milk, in whatever form, from 


‘‘Manila’s Death Rate.—The death rate for Which the cream has been removed entirely or in 
the city of Manila during the month of June part, of 20 centavos (10 cents) for each kilo- 
reached 17.65 per 1,000 per annum, which is the | Sram (2.2 pounds) of gross weight of said milk 
lowest point which has been reached since Amer-|#2d containers. This affords another instance 
ican occupation. Owing to the appearance of Where taxation has come to the rescue of sani- 
cholera in the city, the result of the second half, tation in a most effective manner. . 
of the year was an increase in the death rate, so ‘‘Canccr—During the early years of Amer- 
that the average for the year was 24.67 per ican occupation it was the general belief among 
1000 as compared with 24.98 for last year. medical men that cancer prevailed less exten- 

‘*Noil Pollution.—Most encouraging progress sively in the Philippine Islands than in the Tem- 
has been made in the campaign against soil pol- perate Zone. The opening of the Philippine 
lution. There is reasonable hope that if the dis- eneral Hospital afforded an opportunity to 
posal of human excrement can be properly safe- study the disease on a large scale and under sci- 
guarded it will result in an annual saving of at entific conditions. While this experience has 
least 25,000 lives in the Philippine Islands. — not been sufficient to draw definite conclusions, 

‘It is estimated that at least 90% of the in- yet the indications are that cancer prevails as 
habitants of the Philippines are infested with extensively in the Philippine Islands as else- 
some form of intestinal parasite. As soon as the where. Dr. George G. Davis, assistant professor 


precautions against reinfestation become more 
generally adopted, it is the intention to take 
steps to rid the inhabitants of the parasites which 
they harbor, and the prospects of making great 


who has been on duty at the hospital, has re- 
pawnnd reported 65 cases of oral cancer appar- 
ently very closely associated with the -chewing 


fe surgery, College of Medicine and Surgery, 
| 
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of betel nut and the buyo leaf. This habit pre- | 
vails very extensively in the Philippines. A| 
slice of betel nut is placed upon a buyo leaf, ordi- 
nary lime is sprinkled upon it, and then it is | 
wrapped up in the leaf and the whole morsel is| 
placed in the mouth and chewed. 
“Cerebrospinal Meningitis—The outbreak of 
cerebrospinal meningitis at the railway camp at 
Laguimanoc, mention of which was made in the 
last annual report, has completely subsided and 
only two authentic cases are known to have oc-| 
curred anywhere in the Philippine Islands dur- 
ing the year. The diagnosis of these was con- 
firmed by autopsy made at the city morgue. 
‘‘Cholera.—During the early part of July | 
cholera made its appearance almost simulta-| 
neously in Manila and at a number of places in| 
Rizal and Bulacan and Pampanga Provinces. | 
So far as known, there had not been any cholera | 
anywhere in the Philippine Islands for a period |! 
of several months. Careful stool examinations | 
are made of all passengers coming to the Philip-| 
pines from foreign infected territory, but no, 
cholera carriers had been detected since J anuary | 
10, 1914, so that it seems unlikely that the dis- 
ease was introduced from a foreign country. 
The outbreak was very similar to that described 
for the previous year in the last annual report, 
so that it would be a mere repetition to mention 
it in detail. After the disease once had been 
established there was no difficulty in tracing the 


majority of cases in new territory to a previous 
ease. The disease on the Island of Luzon slowly 
spread as far north as the Ilocos Provinces and 
a few cases also appeared in Aparri, Cagayan | 
Province. It spread as far south as the Prov- 
ince of Tayabas. 


infection at Manila. 


spread took place. 
health officers in a number of other provinces| 
prevented the disease from getting a foothold 
there. In Manila cholera carriers were found 
in very large numbers and these were isolated 


at the San Lazaro Hospital under the same) 


quarantine restrictions as true cholera cases. 
This had been done during the previous ye ar, 
buf this time it caused more opposition, 
was, however, successfully overcome and the) 
entire press of the city finally came to the relief | 
of the Bureau by advocating the measure. 


‘*Leprosy.—The treatment of leprosy with a 


hypodermic mixture of chaulmoogra oil at the! 
San Lazaro Hospital by Dr. Eliodoro Mercado! 
and at Culion by Drs. Paul Clements, José Mar- 
tin, and Vicente Frias has continued to give en-| 
couraging results. 


‘‘The treatment will be given a thorough trial | 


by the United States Leprosy Investigation 
Commission which is at present conducting 
work in the Hawaiian Islands. With the hope 
that the treatment might be further improved 


A small outbreak occurred in| 
Capiz Province, which was directly traced to) 
Several cases appeared in| ail lete fail 
lloilo and these were traced to Capiz, but a ee 


The energetic work of the | 


and placed upon a more scientific basis, the Sec- 


retary of the Interior named a committee com- 
posed of Dr. John A. Johnston, chairman, and 
Dr. Eliodoro Mereado and Dr. L. Ordonez, with 
Dr. Gervasio de Ocampo and Dr. Luis Guerrero 
as honorary members to make a further study of 
it. This committee has placed 30 cases under 
‘this treatment. 

‘*Smallpox.—The value of effective vaccina- 
tion was still further demonstrated by the expe- 
rience of the past year. Serious outbreaks of 
smallpox occurred among unvaccinated children 


‘and other unprotected persons, especially in the 


Provinces of Samar, Leyte, and Surigao. Many 
would, no doubt, have been averted if the local 
health officers had carried out the regulations of 
‘this Bureau which require that all unvaccinated 
persons shall be vaccinated during the months of 
July and January of each year. Some of the 
disease was due to the fact that it has been im- 
possible to deliver potent vaccine into the more 
remote sections of the Philippines. 

‘“‘There are many places that cannot be 
‘reached in several weeks from the place of the 
last ice supply. In this climate glycerinized 
lymph cannot be depended upon to remain po- 
tent for a longer period than one week after it 
leaves the ice. For many years eyery effort has 
been made to solve this problem. The Bureau 
of Science has given much time and attention to 
it, as well as large manufacturing firms in Eu- 
rope and the United States. Finally, one con- 
cern furnished a sample shipment of powdered 


/vaecine which was kept for several months at 


ordinary temperature and then gave 85% of 
positive results in unvaccinated children in dif- 
ferent series and under varying conditions. The 
‘total number of cases vaccinated being 79, with 
61 positive ‘takes. 

‘*A large shipment was then ordered, but this 
No better success 
has been had with a second shipment. 

“The project of establishing a small vaccine 


‘laboratory in the remote country to be vacci- 


nated has not been deemed practicable by the 

Bureau of Science. Further work in this direc- 
tion is urgently demanded, because persons are 
dying of smallpox in remote places, who could 
be saved if successful vaccination were possible. 
| Mr. Thomas Edison has interested himself in 
with the hope of inventing a box 
that ean be kept at a temperature of 0C. for 
several weeks.’ 


HFFECTS OF SELECTION ON ALKALOIDS 
IN BELLADONNA. 


UNDER the title ‘‘Some Effects on the Produc- 
tion of Alkaloids in Belladonna,’’ the United 
States Department of Agriculture in Bulletin 
306 gives the results of a series of tests on con- 
trolling pollination of first and second gener- 
ation plants, with especial attention to cross- 
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pollination and close-pollination. The follow- 
ing are the conclusions reached in the bulletin: 

‘It having been established in the previous 
investigation that a wide range of variation ex- 
ists in the alkaloidal content of belladonna 
plants, the present investigation was under- 
taken to determine whether the characteristic of 
alkaloid production is transmissible to the prog- 
eny through seed and whether the character is 
changed by vegetative propagation. The results 
thus far show that the first-generation plants 
secured from seed of cross-pollinated selected 
individuals display the characteristic of the ma- 
ternal parent with regard to alkaloid produc- 
tivity. This condition is generally true at all 
stages of growth during a season and also for at 
least two successive seasons. Close pollination 
of the parent plant has shown only a moderate 
influence on the transmission of this character- 
istic. 

‘*Second generation plants from cross-pollina- 
tion have been grown at Arlington, Va., Mad- 
ison, Wis., and Timmonsville, S. C., and at all 
three stations they have displayed the relative 
alkaloid-producing tendencies evident in the 
original parent plant and the generation preced- 
ing. 

‘‘While the plants at the different localities 
showed a parallel relationship toward each 
other, there was considerable difference in the 
general quantity of alkaloids produced. Thus, 
in the ease of Madison and Arlington, where 
two pickings were made at fairly corresponding 
stages of growth, it was found that the Madison 
plants yielded more alkaloids than those at Ar- 
lington. At Timmonsville the yield was still 
greater than at Madison, but here only one pick- 
ing was made, and it is hardly possible to make 
a true comparison. Nothing definite developed 
to indicate that a relationship exists between the 
amount of precipitation and sunshine and the 
percentage of alkaloids produced. 

‘*Plants were grown from cuttings, and at 
two stages of their growth these plants showed 
a marked tendency to display the same charac- 
teristic regarding alkaloid production as the 
plants from which they were propagated and the 
original parents of those plants.”’ 


PATENT MEDICINE PROSECUTIONS. 


In the issue of the JournaL for October 14) 
we commented editorially on the advertising) 
of patent medicines in the daily newspapers and 
published also some ftirther comment on recent 
patent medicine prosecutions. In the weekly re- 
port of the United States Public Health Service 
for October 8, 1915, is the following brief re- 
port of a further prosecution of the same nature. 

‘‘The United States District Court for the 
Eastern District of Pennsylvania (see p. 3037 
of this issue of the Public Health Reports) has 
decided that the Shirley amendment to the 


United States food and drugs act is constitu- 
tional. This amendment makes it unlawful to 
print on the package or label of any drug false 
and fraudulent statements regarding its cura- 
tive or therapeutic effects. 

‘‘The defendant was charged with misbrand- 
ing a proprietary medicine which was sold un- 
der the name of ‘Bad-Em Salz,’ and with mak- 
ing false and fraudulent statements as to the 
curative properties of the remedy. The defense 
denied that the remedy was misbranded or that 
the label was ecaleulated to mislead purchasers 
as to the composition or ingredients of the drug. 
It was also asserted that the statements relative 
to the curative properties of the drug were hon- 
estly made, that they were expresisons of opin- 
ion, and that the defendant could not be con- 
victed of crime merely because an opinion was 
expressed regarding the effects of the drug which 
differed from that of most physicians. 

‘“‘The court held that the two questions (1) 
whether the name and label were such as to mis- 
lead purchasers respecting the composition of the 
drug, and (2) whether the statements regarding 
the curative properties of the drug were false 
and fraudulent, were both questions of fact 
which it was the duty of the jury to decide. 
The jury having decided both questions in the 
affirmative the conviction of the defendant was 
sustained.’’ 


In the weekly bulletin of the New York De- 
partment of Health for October 23 is reprinted 
a letter which has recently been addressed by a 
large firm of druggists, proprietors of several 
patent medicines, to pharmacists throughout 
New York State. This letter reads in part as 
follows :— 


‘“‘The Board of Health of New York City is 
evidently trying to frighten the retail druggists 
so that they will not handle patent medicines. 
They say that after December 31 no patent 
medicines can be sold in New York City unless 
the formula is printed on the label or filed with 
the Health Department. 

‘It is unconstitutional to require the formula 
to be disclosed and we are not going to give ours 
up to the Health Board nor will we put it on the 
labels, but we want to assure you that you need 
have no fear of selling Doan’s Kidney Pills, for 
if Dr. Goldwater should attempt to make any 


trouble for you on account of handling our 


medicine, we will back you up to the limit. 
‘‘The manufacturers of patent medicines are 
not afraid of Dr. Goldwater and there is no 
reason for you to be afraid of him. He is sim- 
ply assuming a power that he is not entitled to 
and we shall not file our formulas with him until 
the last court in this country has so decided.’’ 


In its editorial comment on this letter, whose 
effrontery is an open defiance of law, the bulle- 
tin remarks that although the firm is not afraid 
of Dr. Goldwater, it is apparently afraid to let 
the truth be known about its remedies. 
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Correspondence. 


WAR EXPERIENCES OF AN AMERICAN 
MEDICAL STUDENT IN ITALY. 
(From Our Special Correspondent.) 
EDINBURGH, Sept. 29, 1915. 

Mr. Editor: After crossing the frontier from 
France into Italy a difference in the people could be 
seen at once. It was something beside language or 
nationality. In France we had grown used to seeing 
old grizzled soldiers about the station, in faded uni- 
forms. They seemed to take little interest in what 
went on about them. Even the passport inspectors 
were apathetic and did their work in a mechanical, 
tired manner. It was a different story when we 
reached Italy. 

At the border our passports were stamped by the 
French authorities and we congratulated ourselves 
on having so little trouble. But at the first Italian 
town, Vingtmille, we were examined and searched 
earefully. Officers came and went, demanded our 
itinerary, future plans and past history. The excuse 
of seeing the country seemed insufficient. Why did 
Wwe want to look at churches and galleries in war 
time? We began to think it might have been better 
had we heeded the warnings given us in London that 
we might be turned back from Italy. Finally, after 
considerable consultation, they decided to let us pass, 
but we were informed that it would be necessary to 
remain in Vingtmille till next morning. After de 
positing our bags in a hotel, we went for a stroll 
down the main street of the town, a street overarched 
by magnificent plane trees, It was the cool of the 
evening. Everyone was out to take the air. Groups 
of soldiers sauntered up and down, trying to look un- 
conscious of their new uniforms and the admiring 
glances which followed them. | 

From Vingtmille we traveled to Genoa and then on) 
to Pisa. But the train was constantly held up to, 
let troop trains pass through. It became necessary | 
to change cars and wait some time at a junction town. | 
The station was alive with soldiers. They looked | 
very fine, many of them wearing broad brimmed hats | 
with their fluttering cock feathers. Every uniform | 
was new and unwrinkled. They were impatiently 
waiting to be transferred to the firing line. And 
they were a splendid lot of men to see—not tall. but 
strong and straight. Here and there could be seen a | 
young officer examining a new revolver case with | 
pride. or fiercely twirling his moustache while his | 
thoughts went off to imaginary scenes of battle. | 
How different they appeared from the tired-looking. | 
silent soldiers of France! A year of war has sobered 
the French soldier. | 

However we were given little time to look about | 
the station. Several officers approached us imme- | 
diately and, looking at our passports, showed us into | 
the waiting room and left us. We were delighted with | 
their politeness, but when I started to go out into the 
town, I found that all the doors were locked. There 
was nothing to do but wait. Before long quite a} 
party of officers came in, accompanied by a man who | 
spoke English, They asked us the usual questions 
and handed our passports about curiously. | 

When we reached Pisa at midnight and found | 
that we must register at the military station hefore | 
we could go to sleep in the town. we began to lose | 
patience. However, the man in charge of the office 
grinned broadly when he saw we were Americans and 
came forward to shake hands. “Sure thing,” he said. 
he had been in America four years and would return 
as soon as the war was over. His income over there 
was many times what it was here although he had 
become an officer. “Yes,” he said, “I come back. I 
driva da ice wagon in New York some more.” 

The longer we stayed in Italy the more we realized 


the tremendous enthusiasm running through the 


country. The papers are filled with stories of the 
bravery of Italian troops. The war is popular with 
the people. They feel that at last Italia is taking 
her stand with the great nations and their pride and 
enthusiasm know no bounds. 

WILDER G. PENFIELD. 


BELGIAN PHYSICIANS’ RELIEF FUND. 


REPORT OF THE TREASURER OF THE COMMITTEE OF 
AMERICAN PHYSICIANS FOR THE AID OF THE BELGIAN 
PROFESSION FOR THE WEEK ENDING OcTOBER 16, 1915, 
No contributions for the week ending October 16, 

1915. 

Previously reported 


$556.80 
F. F. Stmpson, M.D., Treasurer. 
7T04S Jenkins Areade Bildg., 
Pittsburgh, Pa. 


APPOINTMENTS. 


HArvARD UNIvVERSITY.—At a recent meeting of the 
corporation, the following appointments were made 
in the faculty of the Harvard Medical School for the 
academic year beginning September 1: 

Dr. John L. Morse, associate professor of pediatrics, 
has been made full professor: Dr. Frederick T. Leavis, 
assistant professor of embryology, has been appointed 
associate professor: Dr. John Warren, assistant pro- 
fessor of anatomy. has been made associate professor: 
Dr. John L. Bremer, assistant professor of histology, 
has heen made associate professor: Dr, Francis W. 
Peabody has been appointed assistant professor of 
medicine. 


NOTICES. 


HWarvarp Meprcat Socrety.—listorical Club Mect- 
ing in the Peter Bent Brigham Hospital Amphitheatre. 
Tuesday evening, November 2, 1915, at 8.15 o’clock. 

PROGRAM, 
Nathan Smith. Dr. F. C. Shattuck. 
Nathan Smith’s Essays on Typhus 
Dr. H. A. Christian. 

Nathan Smith’s Essay on Necrosis. 

Dr. W. T. Councilman. 

Medical students and physicians are cordially in- 
vited to attend. 

Ernest Grey, Secretary. 


CENSORS’ EXAMINATION, 


The Censors of the Suffolk Distriet Medieal Society 
will meet to examine candidates for admission to the 
Massachusetts Medical Society at S The Fenway, on 
Thursday, November 11. 1915. at 2 p.m, 

Candidates, who must be residents of the Suffolk 
District or non-residents of Massachusetts. should 
make personal anplieation to the Secretary and pre- 
sent their medical diplomas as least three days hefore 
the examination. hetween the hours of 4 and 5 P.M. 

DaAvip CHEEVER, Secretary. 

355 Marlboro St.. Boston. 


RECENT DEATHS. 


The deaths of ArTHtUR ERNEST of Lowell. 
Mass.. June 9, 1915. and CrHarrtes ArtHUR Derry. of 
New Bedford. Mass.. March 30. 1914, have been re- 
ported, but data as to place of death, age. ete.. are 
lacking. They were Fellows of The Massachusetts 
Medical Society. 
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